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Steer—Moloy's Evaluation of the Pelvis in Obstetrics 


New (2nd) Edition! A valuable monograph that 
alerts you to pelvic abnormalities and permits you to 
anticipate difficult labor. It shows just how to esti- 


“trial labors” 


See SAUNDERS Advertisement on next 2 pages 


mate extent of pelvic disproportion; how to avoid 
and caesarean sections not definitely 
indicated. Contains a new section on Pelvimetry. 
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Fig. 28. Restriction in lateral motion of fingers in transversely 
narrowed pelves. 


General Morphology of the Pelvis 

Analysis of pelvic shape —Classification of pelves—The pure 
Anatomy of the mid and lower pelvis— 
Frequency of occurrence of pelvic types 


Clinical Examination of the Pelvis 

Mechanism of Labor 

Attitude, lie and presentation of the fetus—Cephalic and 
of the fetal head— 
Factors influencing position —Relationship of head position 
to pelvic type at the inlet 


breech presentation 


Significance of Pelvic Shape in Treatment 

of Pelvic Arrest 
Treatment of arrest in the transverse position—Treatment of 
arrest in the posterior position 
anterior position--Pelvic outlet as influenced by lower 
sacral variations. 


Treatment of arrest in the 


Recognition of Disproportion 

X-ray pelvimetry (technical considerations, technic, method 

of reading films, estimation of disproportion, interpretation 

Disproportion at the inlet 
Miscellaneous types of disproportion 


Disproportion at 


Moloy’s Evaluation of 


the Pelvis in Obstetrics 
By Charles M. Steer, M.D. 


New (2nd) Edition! Tells how to anticipate 
difficult deliveries—through accurate 
estimation of pelvic disproportion 


An important monograph of great value to every phy- 
sician managing obstetrical patients. With its help you 
can be better prepared to choose the proper method of 
delivery in each individual case. 


Dr. Steer explains clearly how to anticipate and how 
to evaluate possible “trouble”. First he describes the 
variations in the female pelvis which are of obstetrical 
significance. He then correlates these with their effect 
upon labor and indicates by clinical and roentgenologic 
examination how the various abnormalities may be 
recognized. Specific directions are given for determining 
the safest way of managing cases in which progress has 
been arrested. 


The information on description and recognition of the 
four fundamental types of pelves; and on how to meas- 
ure the space available in the pelvis is unusually 
valuable. An entirely new section on the various aspects 
of x-ray pelvimetry is not only of great interest to the 
obstetrician, but the roentgenologist as well. 

By CHARLES M. STEER, M.D., Med. Se.D., F.A.C.S., F.A.C.0.G., Associate Professor 


of Clinical Obstetrics and Gynecology, College of Physicians and Surgeons, Columbia 
University. 131 pages, 5” x 844", illustrated. $4.00. New (2nd) Edition—Just Ready! 


Dowling & Jones—That the Patient May Know 


New! A graphic atlas for explaining disease processes to the patient 


An unusual and colorful book to save you time, 
effort and explanation. When the patient indicates 
by word or look that he doesn’t understand what 
told him—then show 
graphic pictures and diagrams in this new atlas. 
Its sole function is to help the physician explain 
disease processes more easily to the patient. 


Illustrations vary in their subject matter. Some 
show how a lesion looks or how a disease occurs. 
Others show anatomical relationships or what the 
doctor hopes to accomplish with a particular regi- 
men, All of them make it easier for the patient to 
understand and act on your instructions. The book 
is not intended to be used by the patient alone, 
but always in conjunction with your explanation, 


Here are the kind of pictures and diagrams you'll find: 
Diabetic and weight reduction diets—How to administer 
insulin—X-ray of normal chest—Heart chamber and 
valves—Rh_ factor—Peptic ulcer—Hemorrhoids—Proc- 
ess of childbirth—Mechanism of migraine—Self ex- 
amination of the breast—plus many more. 


The authors have logically arranged the order accord- 
ing to organ systems. A unique index tells you how the 
various pictures may be used for explanation in differ- 
ing situations. 


In your explanations to patients, add the extra author- 
ity of the printed page and shorten explanation time 
with this practical new atlas. 


By HARRY F. DOWLING, M.D., Sec.D., Professor of Medicine, University of Hlinois; 
and TOM JONES, B.F.A., Professor of Medical Illustration Emeritus, University of 
Illinois. 139 pages, 8” x 10%”, with nearly 100 illustrations on 34 plates—most in color. 
$7.50. New! 


THE JOURNAL of the American Medical Association is published weekly by the American Medical Association, Subscription, $15.00 a year, 45c a copy. Canadian $17.00. Foreign $21.50. 
Second-Class postage paid in Dayton. Ohio 
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Jackson & Jackson’s 


Diseases of the Nose, Throat & Ear 


The latest methods and techniques of ENT management—in problems ranging 
from rhinogenic infection to the intricacies of bronchoscopic examination 


Here’s a vast reservoir of up-to-date, clinical information 
on the entire ENT region—to serve every physician and 
surgeon treating ear, nose and throat disease. 


All the many advances that have developed over the 14 
years since the first edition was published have been me- 
ticulously included. 256 new illustrations have been added. 
61 outstanding contributors have done a remarkable job 
of summing up in practical terms and clear language just 
how they are managing patients with particular ENT 
problems. Each man describes the specific aspects with 
which he has had the most experience. 


Revision of this New (2nd) Edition is sweeping. You'll 
find completely rewritten material on: Frontal sinusitis, 
ethmoid and sphenoid sinusitis, tumors of the nose and 
sinuses, reconstructive surgery of the nose, relation of 
ophthalmology to ear, nose and throat problems, diseases 
of the mouth, tongue and salivary glands. 


Virtually the entire section on the Ear has been revised 
with new articles on psychogenic hearing loss, hearing 
aids, chronic infection of the middle ear, the deaf child, 
mobilization of the stapes, acoustic trauma and occupa- 
tional deafness, dry fenestra novovalis technique, correc- 
tive surgery of the protruding ear. 


The section on the Larynx, Bronchi and Esophagus has 
been rewritten and now includes an excellent description 
of the King operation for bilateral vocal cord paralysis, 
new material on congenital anomalies of the larynx, help- 
ful discussions on voice disorders and on peroral endos- 
copy, a new article on esophageal disease from the 
viewpoint of the internist, new information on hypo- 
pharyngoesophageal diverticulum. 


You'll find this to be a magnificently written and lavishly 
illustrated volume from the country’s leading specialists— 
embracing virtually all known knowledge about ENT dis- 
ease and disorder. 


New (2nd) Edition! 


PARTIAL CONTENTS 


Nose and Nasal Accessory Sinuses 

Anatomy of the nose and paranasal sinuses—Dermatoses 
of the external nose -Allergy of the nose and sinuses 
Foreign bodies in nasal cavity—Diseases of nasal septum 
—Frontal sinusitis—-Traumatic maxillary surgery —Rela- 
tionship of ENT disease to ophthalmology 


Mouth, Fauces, and Pharynx 

Applied anatomy of the pharynx—Technique of tonsillec- 
tomy and adenoidectomy —-Diseases of oral cavity and of 
the salivary glands—Benign tumors and cancer of the 


Nasopharynx 


The Ear 

Anatomy of the ear Examination of the ear and hearing 
tests—Tympanic inflation—Treatment and prevention of 
deafness —Aviation otolaryngology—Acute infection of 
the middle ear. -Mastoiditis —Paralysis of the facial nerve 


—Otosclerosis—-Fracture of the temporal bone 


Larynx and Hypopharynx 

Anatomy of the larynx—Hoarseness—Acute and chronic 
inflammatory diseases -Functional and organic nervous 
disorders--Tracheotomy—Cancer of the larynx 


Bronchi and Esophagus 

Bronchoscopy in diseases of the trachea, bronchi and lungs 
—Bronchoscopic treatment of asthmatic children -Hemop- 
tysis—Malignant tumors of the bronchus——-Esophagos- 
copy—-Hiatal hernia—Diverticulum of the esophagus 
Foreign bodies in air and food passages 

Edited by the laie CHEVALIER JACKSON, M.D., Se.D., F.A.C.S., Honorary 
Professor of Laryngology and Broncho-Esophagelogy, Temple University, 
Philadelphia; and CHEVALIER L. JACKSON, M.D., M.Se., F.A.C.S., Pre 
fessor of Laryngology and Broncho-Esophagology, Temple University. With 
the collaboration of 61 outstanding authorities, 686 pages, 7 x 11", with 


1193 illustrations on 645 figures, 16 in color, $20.00 
New (2nd) Edition~Just Published’ 


W. B. SAUNDERS CO.. West Washington Square, Phila. 5, Pa. 
Please send and charge my account: [| Easy Pay Plan, $5 per month 
| Steer-Moloy’s EVALUATION OF THE PELVIS $4.00 
Ww () Dowling & Jones—THAT THE PATIENT MAY KNOW .. $7.50 
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Leads all other Whole-Grain Cereals 
in Quantity and Quality of 


Nutrition studies of The 
Quaker Oats Company Re- 
search Laboratories assure 
that Quaker Oats and 
Mother’s Oats, the two brands 
of oatmeal marketed by The 
Quaker Oats Company, are 
practically identical with nat- 
ural whole-grain oats in com- 
position and in nutritive 
values, Both brands are avail- 
able in the Quick (cooks in 
one minute) and the Old- 
Fashioned varieties which are 
of equal nutrient value. 


The quality of protein is graded by several criteria of which 
the most frequently used are: total protein value* and protein 
efficiency ratio.** Independently published data! reveal that 
oatmeal excels on both counts: 


Total Protein 
Protein Efficiency 


Oatmeal 

Whole wheat 

Barley 

Whole corn 

Rice 
Quantitatively, the customary oatmeal-with-milk dish (34 cup 
cooked oatmeal and 4 fluid ounces milk) provides 9 grams 
of protein, more than that provided by any other whole- 
grain cereal with milk. 

In addition to its qualitative and quantitative superi- 
ority in protein, oatmeal-and-milk supplies significant amounts 
of B vitamins and minerals to complement the excellent nu- 
tritive balance between protein, fat and carbohydrate. 

Just as important to the physician who prescribes a 
cereal food is oatmeal’s delicious nut-like flavor, its ease of 
digestion, and the ready availability of its contained nutrients. 
Whether it be for an infant’s first solid feeding, for the geri- 
atric patient, or in many other situations, oatmeal makes a 
real contribution to the day’s nutritional needs. 


*Total protein value is determined by multiplying biologic value x digestibility 
x per cent nitrogen. 
**Protein efficiency ratio is the efficiency with which an experimental animal 
utilizes each gram protein consumed. 
1. Rand, N.T., and Collins, V.K.: Food 
Technology 12:585 (Nov.) 1958. 


The Quaker Oats G@mpany 
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Quimby, Feitelberg and Silver— 
Radioactive Isotopes in Practice 


By EDITH H. QUIMBY, Sc.D., Professor of Radiology (Physics), 
College of Physicians and Surgeons, Columbia University; SERGEI 
FEITELBERG, M.D., Mt. Sinai Hospital and Associate Clinical 
Professor of Radiology, College of Physicians and Surgeons; and 
SOLOMON SILVER, M.D., Mt. Sinai Hospital and Associate Clin- 
ical Professor of Medicine, College of Physicians and Surgeons. 
451 pages. 97 illustrations. New. $10.00. 


This authoritative book tells what radioactive iso- 
topes are, how they act, and their many clinical 
uses in the diagnosis and treatment of diseases. 
Part I deals with basic physics of isotopes, their 
radiation, hazards, avoidance. Part II discusses in- 
strumentation for isotope use in practice. Part II] 
presents carefully worked out clinical applications. 
“No one using isotopes will want to be without this 
book.”—Radiology. 


Schwartz, Tulipan & Birmingham 
—Occupational Diseases of 
the Skin 


By LOUIS SCHWARTZ, M.D., U. S. Public Health Service; LOUIS 
TULIPAN, M.D., New York University, Bellevue Postgraduate 
Medical School; and DONALD J. BIRMINGHAM, M.D., U. S. 
Public Health Service and University of Cincinnati College of 
Medicine. 981 pages. 189 illustrations and 2 plates in color. 3rd 
edition. $18.00. 

The physician’s need for detailed, systematized in- 
formation on modern industrial skin hazards is sup- 
plied completely in this book. The subject is arranged 
by trades, occupations, professions and causative 
agents. Prevention, diagnosis and treatment are pre- 
sented clearly and concisely. “Absolutely essential 
for specialists in this field. A very informative guide 
for physicians in general.”—Northwest Medicine. 


LEA & FEBIGER BOOKS FOR DAILY PRACTICE 


Fried—Tumors of the Lungs 
and Mediastinum 


By B. M. FRIED, M.D., F.C.C.P., Associate Attending Physician, 
Montefiore Hospital, New York City. 467 pages. 340 illustrations 
on 231 figures and 4 in color on 2 plates, 22 tables. New. $13.50. 


Etiology, diagnosis and treatment of benign and ma- 
lignant tumors are considered fully in this new book. 
Typical and atypical cases are discussed and illus- 
trated with case reports, roentgenograms, macro- 
photographs and microphotographs. “Can be read 
profitably by anyone interested in thoracic surgery.” 
-S.G.& O. 


Jaffe—Tumors and Tumorous 
Conditions of Bones and Joints 


By HENRY L. JAFFE, M.D., Director of Laboratories and Patholo- 
gist, Hospital for Joint Diseases, New York City. 629 pages, 7” x 
10”. 701 illustrations on 194 figures. New. $18.50. 


The immediate acceptance of Dr. Jaffe’s new book in- 
dicates clearly that this clinical presentation fills 
completely the need for an authoritative work on 
tumors and tumorous conditions of the bones and 
joints. The text is richly illustrated with full-page 
plates, each with amply detailed legends. 


Merritt—Neurology 


By H. HOUSTON MERRITT, M.D., Professor of Neurology, Co- 
lumbia University; Director of the Service of Neurology, Neurologi- 
cal Institute, Presbyterian Hospital, New York City. 765 pages. 
182 illustrations and 123 tables. New 2nd edition. $12.50. 


Every advance in pathogenesis and treatment, and 
all recently discovered diseases pertaining to neu- 
rology are in this 1959 edition. It is an authorita- 
tive guide to the treatment of neurological pa- 


How Ready or Coming Soon! 


Cozen—Office Orthopedics 


430 pages. 321 illustrations. New 3rd edition. Just ready. 


Goldberger—A Primer of Water, Electrolyte 
and Acid-Base Syndromes 
322 pages. 38 tables, charts and diagrams. New. $6.00. 


Gray’s Anatomy of the Human Body 
Edited ‘by CHARLES M. GOSS, M.D. Approximately 
1450 pages, 7” x 10”. 1250 illustrations, mostly in color. 
New 27th (American Centennial) edition. Ready this 
summer, $17.50. 

Joslin—Diabetic Manual 
Approximately 320 pages. Illustrated. New 10th edition. 
Ready next week. 


Thorndike—Manual of Bandaging, Strapping, 


and Splinting 
Approx. 150 pages. 124 illus. New 3rd edition. Just ready. 


tients under the care of general practitioners, 
internists, neurologists and psychiatrists. 


———— —-Mail Coupon Today--—-———- 


LEA & FEBIGER 


WASHINGTON SQUARE ° PHILADELPHIA 6, PA. 


Canadian Agent: The Macmillan Company of Canada, Ltd. 
70 Bond Street, Toronto 


Please enter my order and send books indicated in margin below. 


(] Check enclosed. () Bill me. C) Easy Payment Pian. 
(We pay postage if itt in toll jes your order) 

DR. (print)...... 

STREET 

city ZONE... STATE 
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ACTIVATORS 


Foods provide the B-complex vitamins 
and vitamin C which...as part of 
enzyme systems . . . activate chemical re- 
actions in body celis . . . releasing energy 
...and synthesizing vital body com- 
pounds. 

All of the needed vitamin C is easily 
supplied by the minimum amounts of 
fruits and vegetables suggested in A 
Guide to Good Eating . ... when selections 
are made to include the varieties sug- 
gested... fresh... frozen... or canned. 

Thiamine, riboflavin and niacin are 
supplied by foods from all four groups 
while the minimum amounts of the foods 
suggested in the “Guide” do not supply 
the full Recommended Dietary Allow- 
ance for any of these B-complex vitamins 
... The allowances are easily met when 


additional amounts of these foods are 
eaten to satisfy calorie needs. 

Vitamins By, vitamin By, folacin, 
pantothentic acid and biotin are other 
B-complex vitamins which must be sup- 
plied by food. Dietary allowances have 
not yet been recommended for these 
nutrients ... considered to be adequately 
supplied by the variety of foods sug- 
gested in the 

All of these vitamins are water solu- 
ble. Some are partially destroyed by 
overcooking ... others by sunlight. To 
preserve these nutrients . . . foods should 
be stored with maximum protection from 
sunlight and heat... and prepared with 
minimum water and heat. 

When combined in well-prepared 
meals, foods selected from each of these 


USE DAILY 
A GUIDE TO GOOD EATING 
DAIRY FOODS 
3 to 4 glasses milk—children 
4 or more glasses—teenagers 
2 or more glasses—adults 
Cheese, ice cream and other milk-made 
foods can supply part of the milk 
MEAT GROUP 
2 or more servings 
Meats, fish, poultry, eggs, 
or cheeses—with dry beans, 
peas, nuts as alternates 
VEGETABLES AND FRUITS 
4 or more servings 
Include dark green or 
yellow vegetables, 
citrus fruit or tomatoes 
BREADS AND CEREALS 
4 or more servings 
Enriched or whole-grain 
Added milk improves 
nutritional values 


four food groups can provide all needed 
B-complex vitamins and vitamin C... 
while satisfying the tastes, appetites and 
other nutrient needs of all members of 
the family ... young and old. 


Since 1915 ... promoting better health through nutrition research and education 


The nutritional statements made in this advertisement 


have been reviewed by the Council on Foods and Nutri- 


tion of the American Medical Association and found 


consistent with current authoritative medical opinion. 


NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 NORTH CANAL STREET + CHICAGO 6, ILLINOIS 


THIS ADVERTISEMENT IS ONE OF A SERIES, REPRINTS ARE AVAILABLE UPON REQUEST, 
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effectiveness 


A 


SUMMIT, N. J. 


improved 
peripheral 
blood flow 


for 12 hours 
with just one 


Priscoline’ § 
ontab 


Improved circulation to the ex- 
tremities can now be sustained all 
day or all night with just one 
Priscoline Lontab. Exclusive Lontab 
formulation offers rapid initial ef- 
fect, steady, prolonged increase in 
blood flow to the extremities when 
circulation is impaired. Lontabs 
keep hands and feet warm without 
the chill periods of intermittent 
medication in patients with arterio- 
sclerotic peripheral vascular dis- 
ease, Raynaud's disease, thrombo- 
angiitis obliterans, postoperative 
and postpartum thrombophlebitis 
and similar conditions. 


Dosage 

One Priscoline Lontab every 12 hours. 
Supplied 

Priscoline Lontabs, 80 mg. 

(15 mg. outer shell, 65 mg. inner core). 


Special outer shell 
actually contains ini- 
tial dose of medica- 
tion which is immedi- 
ately released for 
rapid vasodilating 


effect. 


Unique Lontab core 
designed to release 
medication gradually, 
sustaining vasodilating 
effect as long as 12 
hours. 


PRISCOLINE® hydrochloride (tolazoline hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 2 
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DISSOLUTION OF CLOTS WITH 


| ACTASE 


TRADEMARK 


Fibrinolysin (Human) 
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THE OPENING OF A 


NEW EPOCH 


in the treatment of 

thromboembolic disorders: 
THROMBOPHLEBITIS 

PULMONARY EMBOLISM 


With ACTASE it is now possible to enhance plasma fibrinolytic 
activity. ACTASE is prepared from human plasma. It contains the 


active and purified form of the proteolytic enzyme fibrinolysin. “The 
clinical results after fibrinolysin infusion...have been consistently 


encouraging in terms of its apparent ability to dissolve a recently 
acquired intravascular clot.’? CLINICAL DATA sal 
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SPECIFIC THERAPY -— lysis of the clot 


thrombophlebitis «¢ pulmonary embolism 


ACTASE 


TRADEMARK 


Fibrinolysin (Human) 


A NEW THERAPEUTIC AGENT 
ACTASE “...may prove an effective agent for 
achieving acute lysis of intravascular clot.”! In 
thrombophlebitis the benefits “...range from 
significant improvement to complete rapid relief, 
if adequate doses are administered.”2 
“Pulmonary emboli, although notoriously 
difficult to evaluate clinically, respond well to 
plasmin [fibrinolysin].”2 

Studies show that ACTASE, while maintaining 
fibrinolytic activity, has no clinically significant 
effect on blood coagulation. “Anticoagulant 
drugs can be safely used simultaneously.” ! 


SAFETY IN CLINICAL USE 

The only reaction observed with intravascular 
use of fibrinolysin has been a temperature rise 
in some patients. In one series) of 141 patients, 
there was no febrile response in 35 per cent, a 
mild temperature rise in 42 per cent, and a 
severe febrile reaction in 23 per cent. Chilliness, 
nausea, vomiting, dizziness, headache and mus- 
cle pain may occur. The prophylactic adminis- 
tration of antipyretics!.4 and antihistamines,' or 
sedatives, may lessen and possibly prevent the 
febrile reaction. 


CLINICAL RESULTS WITH FIBRINOLYSIN THERAPY 


Source Indication Number of Patients 


Results 


Moser' Pulmonary embolism 


4 patients showed beneficial effects 


Cliffton? Thrombophlebitis 


and pulmonary emboli 


3 patients experienced complete relief 


ORTHO? Pulmonary embolism 


70% excellent; 24% questionable; 6% poor 


Deep venous 
thrombophlebitis 


| 
~ Moser 


“consistently encouraging” 


~Cliffton® Venous thromboses 


excellent response in 9 of 11 patients who received adequate dosage 


improvement in all patients, ranging from subsidence 
to unequivocal lysis of the thrombus 


7 evidence of thrombolysis in 4 patients 


Peripheral venous 


~Cliffton® 
| thrombosis | 
| 


Moser? Superficial 


| thrombophlebitis 


ORTHO? | Thrombophlebitis 171 65% excellent; 26% good; 9% poor 


ACTASE is given as an intravenous infusion over a period of two hours. Complete liter- 
ature is available on request. 


Packaging: ACTASE is supplied in vials containing 50,000 Fibrinolytic Units. 


References: (1) Moser, K. M.: J.A.M.A. 167:1695 (Aug. 2) 1958. (2) Cliffton, E. E.: J. Am. 
Geriatrics Soc. 6:118, 1958. (3) Clinical Research Division, Ortho Pharmaceutical Corporation. 
(4) Ambrus, J. L., and others: Ann. New York Acad. Sc. 68:97 (Aug. 30) 1957. (5) Clifton, E. E.: 
Ann. New York Acad. Sc. 68:209 (Aug. 30) 1957. 


ORTHO PHARMACEUTICAL CORPORATION + RARITAN, NEW JERSEY 
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when pollen allergens 
attack the nose... 


Triaminic provides effective therapy in 
respiratory allergies because it combines 
two antihistamines"? with a decongestant. 


These antihistamines block the effect of histamine on the 
nasal and paranasal capillaries, preventing dilation and 
: exudation.’ This is not enough; by the time the physician 
e is called on to provide relief, histamine damage is usually 
present and should be counteracted. 


ee 


The decongestive action of orally effective phenylpro- 
panolamine helps contract the engorged capillaries,‘ 
reducing congestion and bringing prompt relief from 
nasal stuffiness, rhinorrhea, sneezing and sinusitis.* 


TRIAMINIC is orally administered, systemically distributed 
and reaches all respiratory membranes; it therefore avoids 
nose drop addiction and is not likely to cause rebound 
congestion.®:? TRIAMINIC can be prescribed for prompt 
relief in summer allergies, including hay fever. 


References: 1. Sheldon, J. M.: Postgrad. Med. 14:465 (Dec.) 1953. 2. Hubbard, T. F. 
and Berger, A. J.: Annals Allergy p. $50 (May-June) 1950. 3. Kline, B. S.: J. Allergy 
19:19 (Jan.) 1948. 4. Goodman, L. S. and Gilman, A.: Pharmacol. Basis Ther., Macmil- 
lan, New York, 1956, p. 532. 5. Fabricant, N. D.: E.E.N.T. Monthly 37:460 (July) 
1958. 6. Lhotka, F. M.: Hlinois M.J. 132:259 (Dec.) 1957. 7. Farmer, D. F.: Clin. 
Med. 6:1183 (Sept.) 1958. 


TRIAMINIC provides around- 
the-clock freedom from hay 
fever and other allergic respir- 
atory symptoms with just one 


tablet q. 6-8 h. because of the 
special timed-release design. 


Also available: TRIAMINIC syRUP for those 
patients of all ages who prefer a liquid 
medication. Each 5 ml. teaspoonful is 
equivalent to 4 Triaminic Tablet or 14 
Triaminic Juvelet. TRIAM:NIC JUVELETS 
provide half the dosage of the Triaminic 
Tablet with the same timed-release action 
for prompt and prolonged relief. 


Each TRIAMINIC timed-release tablet provides: 
Phenylpropanolamine HCl 50 mg. 
Pheniramine maleate 25 mg. 
Pyrilamine maleate 25 mg. 


running noses & & and open stuffed noses orally 


SMITH-DORSEY «+ a division of The Wander Company + Lincoln, Nebraska + Peterborough, Canada 
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a logical combination— Raudixin 
enhanced by an entirely new diuretic... Flumethiazide 
thus Squibb offers you great latitude in solving the problem of 


hypertension 


without fear of significant potassium depletion’® 


Rautrax combines Raudixin with flumethiazide —a new nonmercurial diuretic — for control of all 
degrees of hypertension. Clinicians report it rapidly eliminates excess extracellular sodium and water 
without potassium depletion.!*3 Potassium loss is minimal.! Moreover, the inclusion of supplemental 
potassium chloride in Rautrax provides added protection against potassium and chloride depletion 

in the long-term management of hypertension. Through this dependable diuretic action of flumethiazide, 
the clinical and subclinical edema — so often associated with cardiovascular disease — is rapidly 
brought under control.25 And once Rautrax has brought the fluid balance within normal limits, 
continued administration does not appreciably alter the normal serum electrolyte pattern. Flumethiazide 
also potentiates the antihypertensive action of Raudixin. By this unique dual action, a lower dosage of 
each ingredient effectively maintains well-tolerated antihypertensive therapy with few side effects. 


SQUIBB ANNOUNCES NEW 
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RAUDIXIN 


SQUIBB STANDARDIZED 
WHOLE ROOT RAUWOLFIA SERPENTINA 


FLUMETHIAZIDE 
POTASSIUM CHLORIDE 


RAUTRAX . . . great latitude in solving the 
y doses initially; may be adjusted within 
problem of hypertension range of 1 to 6 tablets daily in divided 
doses. Note: In hypertensive patients 
@ Pr ompt antihypertensive effect — already on ganglionic blocking agents, 
by the complementary antihypertensive action on of 
oe ant ate dosage reduction of these ts b 
of Raudixin and flumethiazide feast 50%: A 
Minimal potassium loss* te 
No loss in effectiveness after continued administration 
ing mg. of Raudixin, mg. 
No influence on blood urea nitrogen, blood count sind 460 me. of 
‘ chloride, bottles of 100. 

or other hematologic values® Literature available on request. 
References: 1. M J.H., and others: Am. J. 
m Gout, purpura, or allergic reactions not reported Cardiol, :115 (Jan.) 1956. » 2. Bodi, Ty and 


others: To be published, Am. J. Cardiol. (April) 
1959. * 3. Fuchs, M., and others: Monographs on 
Therapy 4:43 (April) 1959. « 4. Montero, A.C.; 
Rochelle, J.B., 111, and Ford, R.V.: To be pub- 
lished. +5. Rochelle, J.B., 111; Montero, A.C., and 
Ford, R.V.: To be published. 


*RAUDIMIN'® AND (RAUTRAN’ ARE SQUIER 


SQuisB Squibb Quality ~ the Priceless Ingredient 
y 
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J.A.M.A., June 20, 1959 
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Radium and Radon for 
all Medical Purposes 


LATEST TYPES OF PROTECTIVE AND 
HANDLING EQUIPMENT 


ACCELERATE THE ae ASK FOR CATALOGUE 


RECOVERY 

PROCESS WITH 

VARIDASE: SUCCAL RADIUM CHEMICAL CO., Inc. 
161 East 42nd Street 


A NEW YORK 17, N. Y. 


*Reg US. Pat 


“ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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QUESTION : 
Why is BepHan unsurpassed for gastric 
hyperacidity and hypermotility? 


ANSWERS: 
By leading clinicians, quoted from their 
published reports. 


“This study has dem- 
onstrated the value of 
anew long-acting ant- 
acid-anticholinergic 
combination, BepHan 
Spacetabs, in the 
treatment of a wide 
variety of gastroin- 
testinal disorders. This is apparently 
related to two important actions: 
1. prolonged inhibition of gastric mo- 
tility which delays gastric emptying 
and increases the period of reaction 
between the antacids and stomach 
acid, and 2....a more sustained and 
efficient neutralization of stomach 
acidity.” (Weiss, S., et al.: Am. J. 
Gastroenterol. 30:316, Sept. 1958.) 


“[BepHan| 
Spacetabs] ...| 
permits a longer | 
antacid and an- 
tispasmodic ef- | 

fect with less. ee | 
frequent intake of the substance.” 
(Steigmann, F.: World Congress of 
Gastroenterology, Washington, D.C. 
May 25-31, 1958, Scientific Exhibit.) 


SYMPTOMATIC THERAPY 


“The prolonged relief 
of burning, bloating, 
heartburnandcramps 
afforded by BepHan 
Spacetabs attests to 
the effectiveness of 
this preparation.... 
Marked symptomatic 
relief, good toleration, ease of admin- 
istration and excellent patient accept- 
ance were demonstrated in this clinical 
evaluation of BepHan Spacetabs.” 
(Hock, C. W.: Am. J. Gastroenterol. 
$0:618, Dec. 1958.) 


fast and sustained 
antispasmodic-antacid action 


BEpHAN" 


( Bé-fan) 
Spacetabs* 


BEpHAN SPACETABS 


Bellafoline 0.5 mg., aluminum hydroxide-glycine 
450 mg., magnesium oxide 60 mg. 


Average Dosage: 1 in the morning, and 1 in 
the evening. Patient should be directed to chew 
the tablet well and swallow with water 

or milk. If necessary, dosage may be 

increased to 3 daily. Tablets are scored 

for convenient dosage adjustment. 
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now— 
the unsurpassed advantages of Aristocort 


in 
topical form 


equivalent potency of hydrocortisone topically 


with only one-tenth of the steroid required. 
This means you can prescribe 


: unsurpassed 
topical therapy... 


for 

more patients... 
with 

great security 


LEDERLE LABORATORIES 
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For the great variety of inflammnmatory skin conditions seen daily in office and clinic 


ARISTOCORT CREAM is highly effective on application of only very 
small quantities to affected areas. This new form of ARISTOCORT 
is more potent than conventional corticosteroids (studies show it 
to have 10 times the potency of hydrocortisone). Yet ARISTOCORT 
CREAM does not cause sodium and water retention, rarely 
causes sensitization or irritation, and is cosmetically acceptable. 


‘ig it 
Triamcinolone Acetonide 0.1% LEDERLE 


PATIENTS PREFER ARISTOCORT CREAM 


Blau and Kanof! found that of 21 patients with 
pruritic dermatoses treated with ARISTOCORT CREAM, 
19 showed “good” to “marked” improvement. In 
paired comparison studies, 7 of 11 patients 
responded better to ARISTOCORT CREAM 0.1% than 
to hydrocortisone cream 1%, while 4 showed equal 
improvement with these two preparations. There 
was no primary irritation or allergic sensitization 
with ARISTOCORT CREAM. 


Orentreich? made a double-blind study of 71 
patients with a variety of dermatoses treated with 
ARISTOCORT CREAM 0.1% and 1% hydrocortisone 
acetate cream. Twenty-eight per cent of the patients 
preferred ARISTOCORT CREAM to the hydrocortisone 
cream, 68% found both creams equally effective, 
while only 4% preferred hydrocortisone. 


Callaway’, in a comparison study of 62 patients 
with various dermatoses treated with ARISTOCORT 
CREAM and hydrocortisone, concluded that 
ARISTOCORT CREAM 0.1% is as effective as 1% 
hydrocortisone in comparable conditions. “In no 
instance have we seen any evidence of sensitization 
develop and in no patient has there been any 
evidence of primary irritation.’’ He describes 
ARISTOCORT CREAM as “a welcome addition to our 
dermatological armamentarium.” 


Robinson‘ also reported that 0.1% triamcinolone 
acetonide in a water-miscible base was at least as 
effective as 1% hydrocortisone in an identical base. 
He found it significant that of 40 patients in this 
comparison study, 12 preferred triamcinolone ace- 
tonide to hydrocortisone while only 3 preferred 
hydrocortisone. 


Indications: Atopic dermatitis, eczematous derma- 
titis, nummular eczema, contact dermatitis, pruritus 
vulvae and ani, generalized erythrodermia, external 
otitis, seborrheic dermatitis, eczematized psoriasis, 
neurodermatitis, eczematized mycotic dermatitis. 


Dosage: ARISTOCORT CREAM should be applied in 
small quantities to the affected areas three or four 
times daily. 


ARISTOCORT CREAM contains: Triamcinolone aceto- 
nide 0.1% as the active ingredient; 0.16% meth- 
ylparaben and 0.04% propylparaben as preserva- 
tives; and, in a water base, glyceryl monostearate, 
squalene, polysorbate 80, spermaceti, stearyl alco- 
hol and sorbitol. 


Supply: 5 Gm. and 15 Gm. tubes. 


References: 1. Blau, S., and Kanof, N. B.: Clinical Report, cited by 
permissi 2. Or ich, N.: Clinical Report, cited by permission. 
3. Callaway, J. L.: Clinical Report, cited by permission. 4. Robinson, 
R. C. V.: Bull. School Med. Univ. Maryland, 43 :54, July 1958. 


A Division of AMERICAN CYANAMID COMPANY « Pearl River, New York 
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| epilepsy prerequisite for emotional adju tment: saad 


sant 
THE PARKE- DAVIS FAMILY OF A TICONVULSANTS 


the peti mal 
Kapseals (phensuximide, Parke- Davis) 0. 
on, 250) me Per 4 ce 


: 
ntrol of grand mal and psychomotor seizures _ 
| ae ( ntoin mum, Parke Davis is suppl din several forms 
ding als of 0.03 Gm. and of 0, . in bottles of 100 a ad 1,000. 
Kapseals (Dilantin 100 mg., phenobarbital 30 mg., desoxyephedrine hydro- 
5 Gm. bottles of 100 and 1,000. 
supplying details on dosage and administration available,on request. 
Carter, S.: M. Clin. North America: 315 (March) 1953.0 


The whole family likes “Premarin” 


N a sense, when you prescribe 

“Premarin” for a wife and mother 
who is suffering in the menopause, 
chances are you're treating the 
whole family. Junior, Sis, and Dad, 
just like Mom, can tell the difference 
right off. 

Mother isn’t just more tranquil on 
“Premarin” therapy. Hundreds of 
published reports tell us she takes a 


positive outlook on life. She feels 
good. And we all know that’s the 
single most important factor for a 
happy home. 

Women on “Premarin” receive 
treatment that covers every aspect 
of the menopause, including prompt 
relief of physical distress. 

Is it any wonder physicians say 
the woman suffering in the meno- 


pause deserves “Premarin”? Many 
a family would agree. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltestos- 
terone. 


Ayerst Laboratories * New York (ore) 
16, N. Y. * Montreal, Canada “ 
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dramatic results: 
acute asthma... 
left ventricular failure 


CLYSMATHANE 


(Solution of Theophylline Monoethanolamine, Fleet) 
Disposable Rectal Unit 


Rectally administered Clysmathane (Solu- 
tion of Theophylline Monoethanolamine, 
Fleet) is quickly absorbed by the inferior 
hemorrhoidal veins... delivers adequate 
blood levels rapidly and minimizes certain 
side effects associated with oral or paren- 
teral administration, 

Designed for self. administration, the 
Clysmathane Disposable Rectal Unit is 
ready-to-use ...contents are easily retained 
... there is little or no irritation of rectal 
mucosa even after repeated use.! 


Available: PRESCRIPTION PACKAGE of six 
single doses. Each unit contains 0.625 Gm. the- 
ophylline monoethanolamine. Indications: For 
relief of symptoms of acute or chronic asthma 
and left ventricular failure .. . as directed. 
References; 1. Ridolfo, A. S. sid Kohlstaedt, K. G., 
“A Simplified Method for the Rectal Instillation of 
f Am. J. M. Sc., 237:585,. May, 1959. 


Literature on request 


C. B. PLEET COMPANY, INGC., Lynchburg, Virginia 
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Husbands, too, like “Premarin” 


HE physician who puts a woman 
Te “Premarin” when she is suf- 
fering in the menopause usually 
makes her pleasant to live with once 
again. It is no easy thing for a man 
to take the stings and barbs of 
business life, then to come home 
to the turmoil of a woman “going 
through the change of life.” If she 


is not on “Premarin,” that is. 

But have her begin estrogen re- 
placement therapy with “Premarin” 
and it makes all the difference in 
the world. She experiences relief 
of physical distress and also that 
very real thing called a “sense of 
well-being” returns. She is a happy 
woman again — something for which 


husbands are grateful. 

“Premarin,” conjugated estrogens 
(equine), a complete natural estro- 
gen complex, is available as tablets 
and liquid, and also in combination 
with meprobamate or methyltesto- 
sterone. 

Ayerst Laboratories * New York 
16, N. Y. * Montreal, Canada 
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To Insure Prompt, 


Effective Bowel Evacuation 
Dulcolax 


Dulcolax — in either tablet or 
suppository form — insures 
entle but ef ive bowel 

evacuation. 


Works exclusively by contact — 


Rts on the large bowel alone, 


s equally effective whether GqEaaEEEE 
ministered orally or by sup- 
pository. 

Dosage: Tablets —1 to 3 (usually 2) at bed- 
time for bowel movement the following 
morning, or “2 hour before breakfast for a 
movement within six hours. Tablets are enteric 
coated, and must be taken whole, not chewed 
or crushed; they should not be taken with 
antacids. Suppositories —1 at the time a bowel 
movement is required. 

Supplied: Dulcolax™ (brand of bisacodyl). 
Yellow enteric-coated tablets of 5 mg. in 
boxes of 6 and bottles of 100. Suppositories 
of 10 mg. in boxes of 6. Under license from 
C. H. Boehringer Sohn, Ingelheim. 


Contact Laxative 
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of nervous, tense patients 
recovered or improved 


For your patients, Miltown promptly checks emotional and 


muscular tension. Thus, you will make it easier for them to 


lead a normal family life and to carry on their usual work. 


For you, the choice of Miltown as the tranquilizer means the 
comfortable assurance that it will relieve nervousness and ten- 


sion without impairing your patient’s mental efficiency, motor 


control, normal behavior or autonomic balance. 


~Miltown 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; bottles of 50. 


(Wy) WALLACE LABORATORIES, New Brunswick,N. J. 
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AIDS EMOTIONAL ADJUSTMENT 
TO CHRONIC ILLNESS 


IN 


Through effective relief of anxiety, irri- 
tability, insomnia and tension, Miltown 
aids the patient to “live with his dis- 
ease,” especially during difficult adjust- 
ment periods. 

Miltown is well tolerated and “there- 
fore well suited for prolonged treatment 
in chronic disorders with emotional com- 
plications.” (Friedlander, H. S.: Am. J. 
Cardiol. 1:395, March 1958.) 


cm-9233 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar- 
coated tablets; bottles of 50. Also available as 
MEPROSPAN* (200 mg. meprobamate continuous 
release capsules) and MEPROTABS* (400 mg. 
unidentifiable, coated meprobamate tablets). 


When mental depression complicates chronic 
disease: DEPROL* (1 mg. benactyzine HCl plus 
400 mg. meprobamate). 


#TRADE-MARK 


(iy) WALLACE LABORATORIES, New Brunswick, N. J. 
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CARB 


pentobarbital sodium and carbromal + 


in Kapseals® and Elixir form 
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PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 
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is Quicker’ 


Automatically measured-dose 
aerosol medications. 
Nonbreakable...Shatterproof 
Spillproof...Leakproof 


Isoproterenol sulfate, 2.0 mg. per cc., suspended 
® in inert, nontoxic aerosol vehicle. Contains no 


Med i h a le P= i sy alcohol. Each measured dose contains 0.06 mg. 


isoproterenol. 


Epinephrine bitartrate, 7.0 mg. per cc., sus- 

* ® pended in inert, nontoxic aerosol vehicle. Con- 

Medihaler—EPIl tains no alcohol. Each measured dose contains 
a 0.15 mg. epinephrine. 


, 
Northridge, Calif, 
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Committee Meets on Aging Problems . . 

A, M. A. Proposes Medical Assistance Plan . . 
Keogh Bill Hearings Set in Senate . . 

Auto Safety Hearings Set . . 

Administration Asks Changes on 

Research Bill . . 


ADVISORY COMMITTEE ON AGING MEETS 
TO DRAFT PLANS FOR WHITE 
HOUSE CONFERENCE 


The Advisory Committee to the White House 
Conference on Aging held its first formal session 
here and heard officials urge an “action” program to 
help meet the problems of the nation’s elderly 
population. 

The 130-member group, composed of federal and 
private experts in all fields involving the aging, is 
assigned the task of making plans and preparations 
for the conference, which will be held in 1961. The 
conference is intended to come up with a broad 
ng to relieve the economic, medical, psycho- 
ogical, and other problems of the rapidly expand- 
ing number of elder persons. 

Addressing the group at its first meeting in the 
Department of Health, Education, and Welfare, 
John B. Martin Jr., chairman of an advisory sub- 
committee on organization, declared that the con- 
ference will be a success only if it spurs widespread 
action at the local level. 

HEW Secretary Arthur S. Flemming emphasized 
the magnitude and scope of the task confronting the 
group, noting that there are almost 50 million 
Americans 45 years of age or older. 

Robert W. Kean, chairman of the Advisory Com- 
mittee, said he was confident it will “be a working 
group which will meet the challenge that has been 
set for it.” Mr. Kean said he ho ~ the conference 
would provide a valuable eitetine to Congress in 
the legislative field. Congress’ interest in the prob- 
lem is pointed up by the fact that there are some 
500 bills before the House and Senate now dealing 
with various aspects of social security, he said. 

The following subcommittees and their chairmen 
were named by Mr. Kean: 

Attendance and Selection of Delegates—Michael 
A. Stepovich, former territorial governor of Alaska. 

National Organization—Viola Hynes, president of 
the National Council of Jewish Women. 

Organization of Subject Matter, Procedure, and 
Theme—John B. Martin Jr., chairman of the Michi- 
gan State Legislative Advisory Committee on Prob- 
lems of the Aging. 


Program Organization and Arrangements—Rob- 
ert Blue, former governor of Iowa. 
Publicity—Joseph C. Buckley, a member of the 
Connecticut commission on services to elderly per- 
sons. 
State and Local Action—Grace J. Schell, chair- 
man of the Governor's State Committee on Aging 
in Arizona. 


A. M. A. PRESENTS CONGRESS VIEWS ON 
SOCIAL SECURITY OPERATIONS 


The American Medical Association proposed that 
Congress consider allowing the states to combine 
into one program the current four public assistance 
medical programs. There are now four separate 
programs covering the needy blind, aged, depend- 
ent children, and permanently and totally disabled. 

In a letter to Rep. Burr P. Harrison (D., Va.), 
Dr. F. J. L. Blasingame, A. M. A. Executive Vice- 
president, said that a single medical program ad- 
ministered by a single agency “would help to elimi- 
nate waste, confusion and duplication resulting 
from the present multiplicity of programs.” Fur- 
thermore, said, a program “would tend 
to promote higher quality medical care.” 

Representative Harrison heads a House ways and 
means subcommittee on administration of the social 
security laws. 

Dr. Blasingame noted in his letter that the 
A. M. A. House of Delegates last December recom- 
mended that the Social Security Act be amended 
to permit the states to combine the programs. 

At present, Dr. Blasingame said, public assistance 
recipients under different programs in the same 
state are frequently eligible for radically different 
levels of care. 

The A. M. A. official also suggested congressional 
consideration of whether the medical staff of the 
Bureau of Public Assistance “is sufficient to provide 
adequate counseling to the states on changes in 
their individual programs . . .,” and whether “suffi- 
cient liaison has been maintained with the various 
professional organizations actually providing medi- 
cal care.” 

Another suggestion was that a special medical 
advisory committee might be established in view of 
the fact that there are no physicians on the recently 
appointed Social Security Advisory Committee. 


KEOGH BILL HEARINGS SET IN SENATE 


Legislation to encourage the self-employed, such 
as physicians, to invest in pension and retirement 
plans was scheduled for hearings before the Senate 
Finance Committee June 17 by Chairman Harry F. 
Byrd (D., Va.). 
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“yThe main measure before the committee is the 
bill sponsored by Rep. Eugene J. Keogh (D., N. Y.) 
and Rep. Richard M. Simpson (R., Pa.) that won 
overwhelming House approval earlier this session. 
The legislation authorizes tax deferrals of up to 
10% of adjusted gross income, not to exceed $2,500 
annually, for self-employed persons who put this 
money into pension plans. The aim is to provide 
the self-employed with tax treatment similar to that 
granted employed persons whose contributions to 
pension plans are not taxable. 

Sen. George Smathers (D., Fla.), a high-rankin 
member of the Finance Committee, has introduce 
a measure almost identical to the bill that cleared 
the House. However, the Smathers measure would 
not go into effect until the taxable year 1960. The 
senator said this should soften the arguments of 
those who might be opposed to the legislation on 
grounds it would unbalance the budget this year. 


HEARINGS SET ON AUTO SAFETY BILL 


A House interstate and foreign commerce sub- 
committee scheduled hearings starting July 7 on 
legislation to require auto manufacturers to install 
safety equipment in cars sold to the federal govern- 
ment. The measure is sponsored by Rep. Kenneth 
Roberts (D., Ala.), chairman of the subcommittee. 
The aim is to spur the manufacturers to install the 
equipment in all autos, since the federal govern- 
ment is a large buyer. Under this legislation the 
Secretary of Commerce would determine what 


safety features should go into cars purchased by the 
government. The Department of Health, Education, 
and Welfare recently ordered seat belts installed in 
all department vehicles. 


ADMINISTRATION URGES CHANGES IN 
MEDICAL RESEARCH MEASURE 


The administration stepped up its opposition to 
the Senate-passed bill establishing a new National 
Institute of Health to promote international medical 
research. Despite overwhelming Senate approval 
of the legislation Arthur S. Flemming, Secretary of 
Health, Education, and Welfare, said he will “press 
vigorously” to have the House write in administra- 
tion changes. 

As of this writing, hearings on the bill had not 
been slated by the House Interstate and Foreign 
Commerce Committee. 

The administration endorsed the objectives of the 
measure but opposed specific provisions of the leg- 
islation as it cleared the Senate, especially the 50 
million dollar annual authorization. 

Other administration proposals that the Senate 
did not accept would place all authority for the 
program under the President, rather than the sur- 
geon general of the Public Health Service, and 
would remove the mandatory establishment of a 
new national institute. 


J.A.M.A., June 20, 1959 
GRANTS TO PUBLIC HEALTH SCHOOLS 


The Public Health Service awarded $450,000 of 
an to help finance specialty training in public 
ealth for physicians, nurses, engineers, and other 
personnel employed in government health agencies. 

The grants went to the nation’s 11 schools of pub- 
lic health. About 20,000 professional public health 
agency personnel in the United States need addi- 
tional training in modern methods for the investi- 
gation and control of disease and the maintenance 
of a healthful environment, the PHS said. The 11 
schools are at the following universities: California 
(Berkeley), Columbia, Harvard, sage Hopkins, 
Michigan, Minnesota, North Carolina, Pittsburgh, 
Puerto Rico, Tulane, and Yale. 


FDA PROPOSES MORE DATA 
FOR PHARMACISTS 


The government moved to encourage drug 
manufacturers to send pharmacists indications and 
dosages for prescription drugs. This would help 
pharmacists check against possible mistakes in pre- 
scriptions, the Food and Drug Administration said 
in a policy statement, noting that there are no regu- 
lations preventing drug makers from supplying such 
data. “Obviously, such printed matter Ran not be 
displayed to prospective purchasers to promote 
over-the-counter mo of prescription drugs,” said a 
representative. However, drug companies “should 
be encouraged to supply such printed matter to the 
pharmacist for his professional information,” the 
agency said. 


HOUSE APPROVES WATER 
POLLUTION MEASURE 


The House passed and sent to the Senate legisla- 
tion doubling the size of the federal program to 
help states and localities combat pollution of rivers. 

The measure, authorizing spending of 100 million 
dollars annually of federal grants, was approved by 
a 254 to 142 vote, despite Republican warnings that 
it would unbalance the budget and might face a 
presidential veto. The ceiling on a federal grant for 
an individual project would be raised from $250,000 
to $500,000 under the bill, but the federal share 
could not exceed 30% of the project’s total cost. 

A Republican effort to require states to match 
dollar for dollar the federal contribution—now out- 
right grants—was unsuccessful. 


MISCELLANY 


Clostridium perfringens, a type of bacteria little 
known in the U. S., was identified by PHS as the 
cause of the food poisoning outbreak that struck 
100 delegates to a labor meeting in Washington, 
D. C. The agency said the finding “has led to spec- 
ulation as to whether it may be a frequent cause of 
food poisoning in the United States.” 
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Pro-Banthine...what it will do and what it 


will not do...in Peptic Ulcer 


Much consideration has been devoted 
recently to a reappraisal of the role of 
anticholinergic drugs in the manage- 
ment of:peptic ulcer. 

Such reappraisal has presented no dif- 
ficulties at Searle. At no time have we 
suggested that Pro-Banthine should be 
substituted for antacids, rest, psycho- 
therapy or even common sense in man- 
aging the patient with peptic ulcer. 


Action of Pro-Banthine: 


The action of Pro-Banthine (brand of 
propantheline bromide) is simple and its 
effects, allowing for the variability of the 
human estate, are predictable. Pro- 
Banthine competes with and, in compet- 
ing, inhibits the action of acetylcholine. 
This competition is highly effective at 
parasympathetic effector sites and, ex- 
cept with high dosage, somewhat less so 
at the autonomic ganglia. 

Since parasympathetic nerves are mo- 
tor and secretory to the stomach and 
motor to the intestines, Pro-Banthine re- 
duces both motility and secretions in the 
stomach and motility in the intestines. 
These actions have often been demon- 
strated experimentally and clinically. 


What It Does: 


Relieves Pain—One of the natural con- 
sequences of the actions of Pro-Banthine 
is to reduce or to eliminate pain in pep- 
tic ulcer. Whether the pain is attributa- 
ble to acid, to excessive motility or, to 
steer a middle course, to spasm induced 
by acid, the pronounced inhibitory effect 
of Pro-Banthine on both secretion and 
motility might be expected to suppress 
the characteristic distress of ulcer. 

In point of fact, relief of pain is one 
of the most prominent effects of Pro- 
Banthine in peptic ulcer. Phrases such as 
“unexcelled” and “almost invariably ef- 
fective” dot the literature referring to it. 


Reduces Acidity—Since reduction of 
acid and rest for the hypermotile stom- 
ach and duodenum are accepted means 
of supporting the regenerative processes 
of the gastroduodenal mucosa, the phys- 
iologic modifications induced by Pro- 
Banthine should be expected to have 
therapeutic implications in the healing 
of ulcers also. They do. Not only does 
Pro-Banthine reduce gastric acid and 
motility but, through these actions, it 
also potentiates and prolongs the neu- 
tralizing property of antacids. 


Aids Healing—Schwartz, Lehman, Os- 
trove and Seibel prescribed 120 to 180 
mg. of Pro-Banthine daily for 129 ulcer 
patients and found definite evidence, 


both clinical and roentgenographic, of 
accelerated healing. 

With high doses (270 to 330 mg. daily) 
Barowsky, Schwartz and Lister reduced 
the mean duration of treatment in 
twenty-five patients with refractory ul- 
cers from 135 to 17 days. 


Helps Prevent Recurrences— Much the 
same considerations argue for the value 
of Pro-Banthine in holding the reactiva- 
tion of healed ulcers in abeyance, but 
the difficulty of regulating the diet, med- 
ication and mode of living of ulcer pa- 
tients over long periods of time makes 
assessment of the role of Pro-Banthine 
in preventing recurrences difficult. Nev- 
ertheless, in a study of 250 patients with 
established patterns of recurrence Tex- 
ter and associates found that patients 
maintained on methantheline, less potent 
analogue of Pro-Banthine, had signifi- 
cantly fewer recurrences than a control 
series taking atropine. 

Schwartz and his co-workers consid- 
ered freedom from symptoms when re- 
currences would be expected, together 
with tolerance and relief of symptoms, 
as a standard in establishing successful 
treatment in 118 of 129 patients. 


Provides Selective Action —In inhibiting 
the action of acetylcholine in the stom- 
ach and intestines Pro-Banthine also, 
though to a lesser extent, influences other 
cholinergically activated organs. That 
this influence sometimes leads to such 
secondary effects as dryness of the 
mouth, blurring of vision and hesitancy 
of urination is well known and bears con- 
sideration. It is one of the distinct advan- 
tages of Pro-Banthine that it acts more 
effectively on the gastrointestinal tract 
than elsewhere. Secondary effects usu- 
ally disappear during the course of treat- 
ment and only rarely limit therapy. 

Evidence of selective action has been 
recorded by several investigators, but the 
most interesting confirmation of this se- 
lectivity was reported by Barowsky, 
Schwartz and Lister. They prescribed 30 
to 45 mg. of Pro-Banthine every hour 
and a half, except for the hour before 
and the hour following meals, for their 
patients with refractory ulcers. They 
were surprised and gratified by how few 
anticipated side reactions materialized. 
No serious toxic effects or side reactions 
occurred, The incidence of good response 
on double or triple the usual doses rose 
from 31 to 88 per cent. 


Lowers Incidence of Failures—Variable 
results might be anticipated in a disease 
in which the psychic component plays 
such a large part and, of course, response 


to treatment does vary in patients with 
peptic ulcer. Observations of Lichstein 
and associates show that the I1 per cent 
of their patients who failed to respond to 
Pro-Banthine had deeply ingrained anx- 
iety on a psychoneurotic basis. 
Successful management of such 
patients may well depend more on the 
patient's intelligence, the modification cf 
his social environment and the skili of 
his physician in psychotherapy than on 
any medication. However, the successful 
experience of Barowsky and his col- 
leagues in using large, frequent doses of 
Pro-Banthine in patients with refractory 
ulcers might be borne in mind before 
Pro-Banthine is abandoned as ineffec- 
tive. Also worthy of trial in these patients 
is Pro-Banthine® with Dartal® (brand of 
propantheline bromide with thiopropa- 
zate dihydrochloride), which combines 
the outstanding anticholinergic action of 
Pro-Banthine with the highly efficient 
tranquilizing action of Dartal. 


What It Will Not Do: 


There are aspects of the medical man- 
agement of peptic ulcer in which Pro- 
Banthine has no demonstrable benefit. 
There is no reliable evidence that Pro- 
Banthine reduces the incidence of com- 
plications or the need for surgery. 

It will not abolish the obligation of 
physicians to evaluate each patient indi- 
vidually and to modify therapeutic meas- 
ures to each patient’s requirements. Nor 
will it do away with the necessity for the 
patient to regulate his life to the de- 
mands of his disease. But the modifying 
action of Pro-Banthine on the physio- 
logic activity of the gastrointestinal tract 
and its beneficial effects on the course of 
peptic ulcer have been established by too 
many investigators to be seriousiy ques- 
tioned. Wisely used in conjunction with 
other standard therapeutic measures, 
Pro-Banthine can inhibit pain, hasten 
healing and space out the intervals of 
peptic ulcer recurrence and do so with- 
out serious discomfort to the patient. 
G. D. Searle & Co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. F. J. L. Blasingame, 535 
North Dearborn St., Chicago 10, Executive Vice-President. 
1959 Clinical Meeting, Dallas, Texas, Dec. 1-4. 
1960 Annual Meeting, Miami Beach, Fla., June 13-17. 
1960 Clinical Meeting, Washington, D. C., Nov. 29-Dec. 2. 
1961 Annual Meeting, New York City, June 26-30. 
1961 Clinical Meeting, Denver, Nov. 28-Dec. 1. 


AMERICAN 
1959 
June 


Am Conrrot Association, Hotel Statler, Los Angeles, June 
22-26. Mr. Harry M. Pier, 4400 Fifth Ave., Pittsburgh 13, Executive 
Secretary. 

AMPFRICAN PuysicaAL THerapy Association, Hotel Leamington, Minne- 
apolis, June 21-26. Miss Annetta Cornell Wood, 1790 Broadway, New 
York 19, Executive Director. 

INTERMOUNTAIN Pepiatric Socrety, Sun Valley, Idaho, June 26-28. Dr. 
J. R. Newton, Memorial Medical Center, 2000 S. 9th E., Salt Lake City, 
Utah, Publicity Chairman. 

Marne Mepicat Association, The Samoset, Rockland, June 21-23. Dr. 
Daniel F. Hanley, P. O. Box 240, Brunswick, Executive Director. 

Society or Nuciear Mepicine, Palmer House, Chicago, June 18-20. 
Dr. Morris T. Friedell, 104 S. Michigan Ave., Chicago 3, Chairman, 
Press & Public Relations Committee. 

Sourn Daxora Stare Mepicat Association, Sheraton Johnson Hotel, 
Rapid City, June 20-23, Mr. John C. Foster, 300, Ist National Bank 
Bldg., Sioux Falls, Executive Secretary. 

Upper Mepica Society, Gateway, Land of Lakes, 
Wis., June 19-20. Dr. Richard D. Cecconi, Iron Mountain, Mich., Sec- 
retary. 


July 


Amenican Society or Factat Piastic Suncery, New York City, July 17. 
Dr. Samuel M. Bloom, 123 E. 83rd St., New York 28, Secretary. 

AMERICAN Society or X-ray Tecunicians, Shirley Savoy Hotel, Denver, 
July 4-9. Miss Genevieve J. Eilert, 16 14th St., Fond du Lac, Wis., 
Executive Secretary. 

Ornecon Cancer Conrernence, University of Oregon Medical School, 
Portland, July 16-17. Dr. Martin A. Howard, 1115 S. W. Taylor St., 
Portland 5, Ore., Chairman. 

Rocxy Mountain Cancer CONFERENCE, Brown Palace Hotel, Denver, 
July 22-23, Dr. N. Paul Isbell, 835 Republic Bldg., Denver 2, Chairman. 


August 


AMERICAN ConGrEss OF PuysicAL MEDICINE AND REHABILITATION, Hotel 
Leamington, Minneapolis, Aug. 30-Sept. 4. Miss Dorothea C. Augustin, 
30 N. Michigan Ave., Chicago 2, Executive Secretary. 

American Dietetic Association, Statler Hilton, Los Angeles, Aug. 25-28. 
Miss Ruth M. Yakel, 620 N. Michigan Ave., Chicago 11, Executive 
Secretary. 

AMERICAN Hosprrat Association, Statler Hotel, New York City, Aug. 
24-27. Dr. Edwin L. Crosby, 18 E. Division St., Chicago, Director and 
Secretary. 

AMERICAN VETERINARY MEDICAL Association, Hotel Muehlebach, Kansas 
City, Mo., Aug. 24-28. H. E, Kingman Jr., D.V.M., 600 S. Michigan 
Ave., Chicago 5, Executive Secretary. 

BroLocicaL PHorocrapHic Association, INc., Sheraton-Mount Royal 
Hotel, Montreal, Canada, Aug. 31-Sept. 3. Miss Jane H. Waters, Box 
1668, Grand Central P. O., New York 17, Executive Secretary. 

NATIONAL Mepicat Association, Detroit, Aug. 10-13. Dr. John T. Givens, 
1198 Church St., Norfolk, Va., Secretary. 

Nevapa State Mepicau Association, Reno, Aug. 19-22. Dr. Gilbert G. 
Lenz, 505 S. Arlington Ave., Reno, Nev., Chairman. 

Rocky Mounrarn Raprorocicar Society, Shirley-Savoy Hotel, Denver, 
Aug. 20-22. Dr. John H. Freed, 4200 E. Ninth Ave., Denver 20, Secre- 
tary-Treasurer. 

ror CuInicAL AND EXPERIMENTAL Hypnosis, Fairmont Hotel, 
San Francisco, Aug. 3-5. Dr. Irving Schwartz, 2340 Sutter St., San 
Francisco 15, Chairman, Program Committee. 

West Vincinia State Mepicat Association, The Greenbrier, White 
Sulphur Springs, Aug. 20-22. Mr. Charles Lively, P. O. Box 1031, 
Charleston 24, Executive Secretary. 


September 


AMERICAN ASSOCIATION OF MeEpicaAL C.inIcs, Sheraton-biackstone Hotel, 
Chicago, Sept. 24-26. Dr. Edwin P. Jordan, Box 58, Charlottesville, Va., 
Executive Secretary. 

AMERICAN ASSOCIATION OF OBSTETRICIANS AND GyNECOLOGISTS, The 
Homestead, Hot Springs, Va., Sept. 10-12, Dr. E. Stewart Taylor, 4200 
E. Ninth Ave., Denver 20, Secretary. 

AMERICAN ASSOCIATION FOR THE SURGERY OF TRAUMA, Mount Washing- 
ton Hotel, Bretton Woods, N. H., Sept. 24-26. Dr. William T. Fitts Jr., 
3400 Spruce St., Philadelphia 4, Secretary. 

Asnerntcan CoLLece or GASTROENTEROLOGY, Biltmore Hotel, Los Angeles, 
Sept. 19-26. Mr. Daniel Weiss, 33 W. 60th St., New York 23, N. Y., 
Executive Director. 

AMERICAN COLLEGE OF SURGEONS, The Traymore Hotel, Atlantic Cit,, 
N. J., Sept. 28-Oct. 2. Dr, Paul R. Hawley, 40 E. Erie St., Chicago 11, 
Director. 
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AMERICAN COLLEGE oF SURGEONS, Onto CHAPTER, Statler Hotel, Cleve- 
land, Sept. 11-12. Dr, Berton M. Bogle, 311 S. Market, Troy, Ohio, 
Secretary-Treasurer. 

AMERICAN ROENTGEN Ray Society, The Netherland Hilton Hotel, Cin- 
cinnati, Sept. 22-25. Dr. C. Allen Good, Mayo Clinic, Rochester, Minn., 
Secretary. 

AMERICAN Socrety or PATHoLocists, The Palmer House, Chi- 
cago, Sept. 7-11. Mr. Claude E, Wells, 2052 N. Orleans, Chicago 14, 
Executive Secretary. 

CENTRAL ASSOCIATION OF OBSTETRICIANS AND GYNECOLOGISTS, Drake 
Hotel, Chicago, Sept. 24-26. Dr. Edwin J. DeCosta, 104 S. Michigan 
Ave., Chicago 3, Secretary. 

COLLEGE Or AMERICAN PaTHOLOGists, The Palmer House, Chicago, Sept. 
6. Dr. Arthur H, Dearing, Suite 2115, Pradentia]l Plaza, Chicago 1, 
Executive Director. 

Cortoravo STatre Mepicat Society, Brown Palace and Shirley Savoy 
Hotels, Denver, Sept. 8-11. Mr. Harvey T. Sethman, 835 Republic Bldg., 
Denver 2, Executive Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, TENNESSEE SECTION, Chattanooga, 
Sept. 28-29. Dr. William G. Stephenson, Medical Arts Bldg., Chatta- 
nooga, Tenn., Regent. 

Kentucky STATE Mepicat Association, Columbia Auditorium, Louisville, 
Sept. 22-24. Mr. Joseph P. Sanford, 1169 Eastern Pkwy., Louisville 17, 
Ky., Executive Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Semi- 
annual Meeting, Ocean City, Sept. 18. Mr. John Sargeant, 1211 Cathe- 
dral St., Baltimore 1, Executive Secretary. 

MepicaL ProGress AssEMBLY, Tutwiler Hotel, Birmingham, Ala., Sept. 
13-15. Dr. Herbert H. Thomas, 920 S. 19th St., Birmingham, Ala., 
Chairman, Publicity Committee. 

MICHIGAN STATE MeEpicAL Society, Pantlind Hotel, Grand Rapids, Sept. 
28-29, Oct. 1-3. Mr. William J. Burns, 606 Townsend St., Lansing 15, 
Mich., Executive Secretary. 

Mip-ConTINENT Association, Holiday Inn Motor Hotel, 
St. Louis County, Mo., Sept. 18-20. Dr. W. Payton Kolb, Baptist Medi- 
cal Arts Bldg., Little Rock, Ark., Secretary. 

MonTANA MeEpicAL AssociATIon, Finlen Hotel, Butte, Sept. 17-19. Mr. 
L. Russell Hegland, 1236 N. 28th St., Billings, Mont., Executive 
Secretary. 

NATIONAL RECREATION CoNGRESS, Morrison Hotel, Chicago, Sept. 28- 
Oct. 2. Mr. Jesse Reynolds, Department of Recreation and Parks, The 
Mosque, Laurel and Main Streets, Richmond 20, Va., Chairman. 

NontH AMERICAN FEDERATION, INTERNATIONAL COLLEGE OF SURGEONS, 
Chicago, Sept. 13-17. For information write the Secretariat, 1516 Lake 
Shore Dr., Chicago 10. 

OrneGon STATE MeEpicat Society, Medford Hotel, Medford, Sept. 23-25. 
Mr. Roscoe K. Miller, 1115 S$. W. Taylor St., Portland 5, Ore., Executive 
Secretary. 

TENNESSEE VALLEY MEDICAL AssEMBLY, Chattanooga, Tenn., Sept. 28-29. 
Dr. Guy M. Francis, 109 Medical Arts Bldg., Chattanooga 2, Tenn., 
Chairman. 

Unrrep States SECTION, INTERNATIONAL COLLEGE OF SURGEONS, Palmer 
House, Chicago, Sept. 13-17. Dr. Ross T. McIntyre, 1516 Lake Shore 
Dr., Chicago 10, Executive Secretary. 

Uran Stare Association, Hotel Utah Motor Lodge, Salt Lake 
City, Sept. 16-18. Mr. Harold Bowman, 42 S. 5th East, Salt Lake City 2, 
Executive Secretary. 

WASHINGTON STATE MEDICAL AssociaTION, Olympic Hotel, Seattle, Sept. 
13-16. Mr. Ralph W. Neill, 1309 Seventh Ave., Seattle 1, Executive 
Secretary. 

Association, Montreal, Canada, Sept. 7-12. Dr. Louis H. 
Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


ACADEMY oF PsycHosoMaTic MEpicriNE, Sheraton-Cleveland Hotel, Cleve- 
land, Oct. 15-17. For information write: Dr. Bertram B. Moss, Suite 
1035, 55 E. Washington St., Chicago 2, Secretary. 

AMERICAN ACADEMY OF OPHTHALMOLOGY AND OTOLARYNGOLOGY, The 
Palmer House, Chicago, Oct. 11-16. Dr. William L. Benedict, 15 Sec- 
ond St., S. W., Rochester, Minn., Executive Secretary. 

AMERICAN ACADEMY oF Pep1aTrics, The Palmer House, Chicago, Oct. 
5-8. Dr. E. H. Christopherson, 1801 Hinman Ave., Evanston, IIl., 
Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL ASSISTANTS, Benjamin Franklin Hotel, 
Philadelphia, Oct. 16-18. Mrs. Stella Thurnau, 510 N. Dearborn, Room 
924, Chicago 10, Executive Secretary. 

AMERICAN ASSOCIATION OF MEDICAL REcoRD LiBRARIANS, Radisson Hotel, 
Minneapolis, Oct. 12-15. Miss Margaret G. Scully, 510 N. Dearborn St., 
Chicago 10, Director. 

AMERICAN COLLEGE OF CueEst Puysicians, 25th Anniversary Homecom- 
ing Meeting, Albuquerque, N. M., Oct. 14-17. Mr. Murray Kornfeld, 
112 E. Chestnut St., Chicago 11, Executive Director. 

AMERICAN COLLEGE OF PREVENTIVE MeEpiciNnE, Hotel Ambassador, At- 
lantic City, N. J., Oct. 21-22. Dr. John J. Wright, P. O. Box 1267, 
Chapel Hill, N. C., Secretary-Treasurer. 

Anrenican Heart Association, Trade and Convention Center, Philadel- 
phia, Oct. 23-27. Mr. William F. McGlone, 44 E. 23rd St., New York 
10, Secretary. 

AMERICAN MeEpicAL Warrers’ Association, Chase Hotel, St. Louis, Oct. 
2-3. Dr. Harold Swanberg, 510 Maine St., Quincy, Ill., Secretary. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLAsTic SuRGERY, INC., Conrad 
Hilton Hotel, Chicago, Oct. 11. Dr. Joseph G. Gilbert, 75 Barberry Lane, 
Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHIATRIC AssOcIATION, Detroit Divisional Meeting, Hotel 
Statler, Detroit, Oct. 29-31. Dr. Benjamin Jeffries, 16321 Mack Ave., 
Detroit 24, Co-Chairman, Planning Committee. 

AMERICAN PusLic HEALTH AssociATION, Convention Hall, Atlantic City, 
N. J., Oct. 19-23. Dr. Berwyn F. Mattison, 1790 Broadway, New York 
19, N. Y., Executive Director. 


(Continued on page 32) 
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THE HEART DISEASE PATIENT 
NEEDS RELIEF FROM 

EMOTIONAL 
STRESS 


ANXIETY INTENSIFIES the physical dis- TRANQUILIZATION WITH MILTOWN en- 


order in heart disease. ‘““The prognosis hances recovery from acute cardiac epi- 
depends largely on the ability of the phy- sodes and makes patients more amenable 
sician to control the anxiety factor, as well to necessary limitations of activities. 


” 
as the somatic disease. rok : (Waldman, S. and Pelner, L.: Management of anxiety 
(Friedlander, H. S.: The role of ataraxics in cardiology. associated with heart disease. Am. Pract. & Digest Treat. 
Am. J. Cardiol. 1:395, March 1958.) 8:1075, July 1957.) 


Miltown 


meprobamate (Wallace) 


Available in 400 mg. scored and 200 mg. sugar-coated Miltown causes no adverse effects on 


tablets. Also available as MEPROSPAN* (200 mg. ; 
meprobamate continuous release capsules). In com- heart rate, blood pressure, respira- 


bination with a nitrate, for angina pectoris: tion or other autonomic functions. 
MILTRATE* (Miltown 200 mg. + PETN 10 mg.). 


WALLACE LABORATORIES, New Brunswick, N. J. 
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Fostex’ 


treats their acne while they wash 
... AND THIS IS HOW IT WORKS 


degreases the skin 


dries and peels the skin 


Patients wash acne skin with Fostex instead of using 
soap. Fostex washes off excess oil. It unblocks 
pores by penetrating and softening blackheads. It 
dries and peels the skin, removing papule coverings, 
thus permitting drainage of sebaceous glands. 


Fostex contains Sebulytic®,* a combination of sur- 
face-active wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial actions... 
enhanced by sulfur 2%, salicylic acid 2%, hexa- 
chlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate 
and sodium dioctyl sulfosuccinate. 


Write for samples 


FOSTEX CREAM 
... in 4.5 oz. jars 


FOSTEX CAKE 
...in bar form 


WESTWOOD PHARMACEUTICALS 


MEETINGS 


J.A.M.A., June 20, 1959 


AMERICAN Scnoot HEALTH AssociATION, Claridge Hotel, Atlantic City, 
N. J., Oct. 18-23. Dr. A. O. DeWeese, 515 E. Main St., Kent, Ohio, 
Executive Secretary. 

AMERICAN SociETY OF ANESTHESIOLOGISTS, INc., Americana Hotel, Bal 
Harbor, Fla., Oct. 5-9. Mr. John W. Andes, 188 W. Randolph St., 
Room 1101, Chicago 1, Executive Secretary. 

AMERICAN or Priastic SurGEry, Chicago, Oct. 15-17. 
Dr. Samuel M. Bloom, 123 E, 83rd St., New York 28, Secretary. 

AMERICAN Society OF PLastTiC AND RECONSTRUCTIVE SuRGERY, Hotel 
Fountainebleau, Miami Beach, Fla., Oct, 18-23. Dr. Thomas Ray Broad- 
bent, 508 E. South Temple, Salt Lake City, General Secretary. 

AMERICAN Society OF TROPICAL MEDICINE AND HyGIENE, Claypool Hotel, 
Indianapolis, Oct. 28-31. Dr. Rolla B. Hill, 3575 St. Gaudens Road, 
Miami 33, Fla., Executive Secretary. 

ASSOCIATION OF CLINICAL Screntists, Sheraton-Park Hotel, Washington, 
D. C., Oct. 10, Dr. Robert P. MacFate, 323 Northwood Rd., Riverside, 
Ill., Secretary-Treasurer. 

Assoc1aTION Or Lire InsuRANCE Mepicat Dimecrors OF AMERICA, 
Hotel Statler Hilton, New York City, Oct. 21-23. Dr. Royal S. Schaaf, 
Prudential Insurance Co., P. O. Box 594, Newark 1, N. J., Secretary. 

ASSOCIATION OF MepicaL ILLusTRATORS, Seattle, Oct. 5-7. Miss Rose M. 
Reynolds, University of Nebraska College of Medicine, 42nd Dewey 
Ave., Omaha 5, Corresponding Secretary. 

CentTrRaL Association, Hotel Roosevelt, New Orleans, 
Oct. 16-17, Dr. Ralph M. Patterson, Columbus Psychiatric Institute, 
473 W. 12th Ave., Columbus 10, Ohio. 

CONGRESS OF NEUROLOGICAL SURGEONS, Americana Hotel, Miamia, Fla., 
Oct. 28-31. Dr. Richard L. DeSaussure, Suite 101 B, 20 S. Dudley St., 
Memphis, Tenn., Secretary-Treasurer. 

DeLaware, Mepicat Soctety or, Oct. 14-15. Mr. Lawrence J. Morris Jr., 
621 Delaware Ave., Wilmington 1, Del. 

InpDIANA STATE Association, Murat Temple, Indianapolis, Oct. 
6-9. Mr. James A. Waggener, 1021 Hume Mansur Bldg., Indianapolis 4, 
Executive Secretary. 

NATIONAL REHABILITATION AssocraTION, Statler-Hilton Hotel, Boston, 
Oct. 26-28. Mr. Edward D, Callahan, 14 Court Square, Boston 8, Con- 
ference Chairman. 

New Hampsuire Mepicar Society, Equinox House, Manchester, Vt., 
Oct. 1-4. Mr. Hamilton S. Putnam, 18 School St., Concord, N. H., 
Executive Secretary. 

PENNSYLVANIA, MEDICAL SocreTY OF THE STATE OF, Penn-Sheraton Hotel, 
Pittsburgh, Oct, 18-23. Mr. Lester H. Perry, 230 State St., Harrisburg, 
Pa., Executive Director. 

VERMONT STATE Socrety, Equinox House, Manchester, Oct. 1-4. 
Mr. Getty Page, 128 Merchants Row, Rutland, Vt., Executive Secretary. 


Buffalo 13, New York 


Vincinia, MepicaL Society or, Hotel Roanoke, Roanoke, Oct. 4-5, Mr. 
Robert I. Howard, 4205 Dover Rd., Richmond 21, Va. 

WESTERN INDUSTRIAL Mepicat Association, INc., Statler Hotel, Los 
Angeles, Oct. 2-3. Dr. A. C. Remington, 9851 Sepulveda Blvd., Los 
Angeles 45, Secretary. 

Western Ontuopepic Association, Brown Palace Hotel, Denver, Oct. 
18-22. Vi Mathiesen, 354 21st St., Oakland 12, Calif., Executive 
Secretary. 

November 


AMERICAN AssocIATION OF BLoop Banks, Edgewater Beach Hotel, Chi- 
cago, Nov. 4-7. Dr. John B. Alsever, Southwest Blood Banks, 1211 W. 
Washington St., Phoenix, Ariz., Secretary. 

AMERICAN CLINICAL AND CLIMATOLOGICAL AssociATION, The Homestead, 
Hot Springs, Va., Nov. 2-4. Dr, F. Tremaint Billings, 420 Medical Arts 
Bldg., Nashville, Tenn., Secretary. 

AMERICAN FRACTURE Association, Roosevelt Hotel, New Orleans, Nov. 
1-5. Dr. H. W. Wellmerling, 610 Griesheim Bldg., Bloomington, II1., 
Executive Secretary. 

AMERICAN MEDICAL WoMEN’s AssociaTIon, Arlington Hotel, Hot Springs, 
Ark., Nov. 12-15. Mrs. Lillian T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

ASSOCIATION OF AMERICAN MepicAL CoLLeces, Edgewater Beach Hotel, 
Chicago, Nov. 2-4. Dr. Ward Darley, 2530 Ridge Ave., Evanston, IIL, 
Executive Director. 

ASSOCIATION OF MILITARY SURGEONS OF THE UNITED STATES, Mayflower 
Hotel, Washington, D. C., Nov. 8-11. Lt. Col. George M. Beam, AUS, 
Ret., Suite 718, New Medical Bldg., 1726 Eye St., N. W., Washington 6, 
D. C., Executive Secretary. 

CrenTRAL Socrety ror Researcn, Drake Hotel, Chicago, Nov. 
6-7. Dr. Austin S. Weisberger, 2065 Adelbert Kd., Cleveland 6, Secretary. 

CONFERENCE ON ELECTRICAL TECHNIQUES IN MEDICINE AND BIOLOGY, 
Sheraton Hotel, Philadelphia, Nov. 10-12. Dr. Herman P. Schwan, Moore 
School of Electrical Engineering, University of Pennsylvania, Philadel- 
phia, Chairman. 

District or MEpIcAL Society or, Statler-Hilton Hotel, Wash- 
ington, D. C., Nov. Mr. Theodore Wiprud, 1718 M Street, N. W., 
Washington 6, D. C. 

GASTROENTEROLOGY ReEsEARCH Group, Drake Hotel, Chicago, Nov. 6. 
For information write Dr. Charles F. Code, Mayo Clinic, Rochester, Minn. 

GERONTOLOGICAL Society, INc., Statler Hotel, Detroit, Nov. 12-14. Mrs. 
Marjorie Adler, 660 S. Kingshighway Blvd., St. Louis 10, Administrative 
Secretary. 

INTERNATIONAL COLLEGE OF SURGEONS, Mip-ATLANTIC MEETING OF THE 
U. S. Section, Homestead Hotel, Hot Springs, Va., Nov. 16-18. For in- 
formation, write Dr. E. G. Gill, 711 S. Jefferson St., Roanoke, Va. 

INTER-SocrETY CyToLocy Councix, Statler Hilton Hotel, Detroit, Nov. 
19-21. Dr. Paul A. Younge, 1101 Beacon St., Brookline 46, Mass., 

Secretary-Treasurer. 

INTERSTATE PosTGRADUATE MEDICAL ASSOCIATION OF NorTH AMERICA, 
The Palmer House, Chicago, Nov. 2-5. Mr. Roy T. Ragatz, Box 1109, 
Madison 1, Wis., cutive Secretary. 

MICHIGAN ACADEMY oF GENERAL Practice 131TH ANNUAL FALL Post- 

GRADUATE C.iNnic, Sheraton-Cadillac Hotel, Detroit, Nov. 11-12. Dr. 

F. P. Rhoades, 970 Maccabees Building, Detroit 2, Convention Manager. 


(Continued on page 34) 
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This normally active angina patient who can do a 
satisfying day’s work without discomfort or the 
dread of a severe attack is typical of those con- 
trolled by METAMINE® SUSTAINED—aminotrate 
phosphate, 10 mg. (Leeming). A simple protective 
medication (1 tablet on arising and 1 before the 
evening meal), METAMINE SUSTAINED eliminates 
anginal episodes altogether, or greatly reduces their 
severity and frequency. Many patients refractory 
to other drugs of this type are aided by 
METAMINE SUSTAINED.? 


Moreover, relative freedom from side effects typical 
of many cardiac nitrates (headache, nausea, hypo- 


A good day’s work without fear of angina 
...on Metamine’ Sustained, b.i.d.' 


1. Eisfelder, H.W.: Case history 18/35. Personal communication. 2. Fuller, H.L. and Kassel, L.E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


tension) permits angina-preventive medication with 
METAMINE SUSTAINED for indefinite periods. And, 
when you prescribe METAMINE SUSTAINED, b.i.d., 
your angina patient will need less nitroglycerin and 
thus remain fully responsive to this vital emer- 
gency medication. 

Supplied: bottles of 50 and 500 sustained-release tablets. 
Also: METAMINE (2 mg.); METAMINE (2 mg.) WITH 
BUTABARBITAL (4 gr.); METAMINE (10 mg.) WITH 
BUTABARBITAL (34 gr.) SUSTAINED; METAMINE (10 mg.) 
SUSTAINED WITH RESERPINE (0.1 mg.). 


Thos. Looming Cone New York 17. 
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lowering 
cholesterol 


KMDEE 


margarine 


a delicious spread + a superb shortening 


Clinical trials!2 demonstrate that Emdee Margarine, 
substituted for other spreads and shortenings in the 
daily diet, helps supply the linoleic acid needed to 
reduce cholesterol levels. Eighty per cent of Emdee 
Margarine’s fat content is pure corn oil which is not 
hydrogenated but specially processed* to preserve its 
naturally high content of linoleic acid. 

Patients whose intake of saturated fats must be 
restricted will find Emdee Margarine a welcome addi- 
tion to their diets. Moreover, the appealing flavor, 
color and smooth texture of Emdee Margarine will 
appeal to the whole family—making preparation of 
separate meals for one member of the household 
Available in 1 lb. can, pharmacies only. 


Reterences: 1. Terman, L. A.: Dietary 

Gortstrice 14.111 (Feb) 1000. 2. Bo er, P. 

and J. D.: Effect of a practical imen serum 
level, J.A.M.A. 170:257 (May 16) 1959. 3. Vail, Gietye, € 28 with fats 


high in polyunsaturated fatty acids, J. Am. Dietet. 1959. 
Reprints of these references are available on vaeeneet 
*U.S. PATENT No. 2,890,959. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, IND. 


MEETINGS 


| 
| 


J.A.M.A., June 20, 1959 


NaTionaL Procrotocic Association, Chicago, Nov. Dr. George E. 
Mueller, 59 E. Madison, Chicago 2, Secretary. 

Nationay Society ror CHILDREN AND ApvuLTS, Palmer House, 
Chicago, Nov. 29-Dec. 2. Dr. Dean W. Roberts, 2023 W. Ogden Ave., 
Chicago 12, Executive Director. 

Omana Mip-West Society, Civic Auditorium, Omaha, Nov. 
2-5. Mrs. Reta M. Crowell, 1031 Medical Arts Bldg., Omaha 2, Execu- 
tive Secretary. 

Puerto Rico Mepicat Association, Santurce, Nov. 24-28. Mr. J. A. 
Sanchez, Box 9111, Santurce 29, Puerto Rico, Executive Secretary. 
Society or Amenica, Inc., Palmer House, Chicago, 
Nov. 15-20. Dr. Donald S. Childs, 713 E. Genesee St., Syracuse 2, 

N. Y., Secretary-Treasurer. 

Society ror THE Screntiric Stupy or Sex, Barbizon Plaza Hotel, New 
York City, Nov. 7. Mr. Robert V. Sherwin, Suite 704, 1 E. 42nd St., 
New York 17, Executive Secretary. 

SouTHERN Mepicax AssociaTion, Atlanta, Nov. 16-19. Mr. V. O. Foster, 
2601 Highland Ave. , Birmingham 5, Ala., , Executive Secretary-Treasurer. 

WESTERN SURGICAL ASSOCIATION, The B , Colorado Springs, Colo., 
Nov, 19-21. Dr. John T. Reynolds, 612 N. Michigan Ave., Chicago 11, 


ary. 
December 


ASSOCIATION FoR RESEARCH IN NERVOUS AND MENTAL Disease, INc., 
Hotel Roosevelt, New York City, Dec. 11-12. Dr. Rollo J. Masselink, 
700 W. 168th St., New York 32, Secretary-Treasurer. 

New York Heart Association, Symposium on Salt and Water Metabo- 

lism, Biltmore Hotel, New York City, Dec. 11-12. Dr. Alfred P, Fishman, 

N. Y. Heart Association, 10 Columbus Circle, New York City, Chairman. 


1960 


January 


AMERICAN ACADEMY OF ALLERGY, Hollywood Beach Hotel, Hollywood- 
by-the-Sea, Fla., Jan. 11-13. Mr. James O. Kelley, 756 N. Milwaukee 
St., Milwaukee 2, Wis., Executive Secretary. 

AMERICAN ACADEMY OF ORTHOPAEDIC SURGEONS, The Palmer House, 
Chicago, Jan. 23-28. Mr. John K. Hart, 116 S. Michigan, Chicago 3, 
Executive Secretary. 

Nortuwest Socrery ror Cxiricar Researcn, Seattle, Jan. 9. Dr. John 

R. Hogness, 721 Minor Ave., Seattle 4, Secretary-Treasurer. 


February 


AMERICAN ACADEMY OF OccUPATIONAL MeEpiIcINE, Williamsburg Inn, 
Williamsburg, Va., Feb. 10-12. Capt. Lloyd B. Shone, Bureau of Medi- 
cine and Surgery, Navy Dept., Washington 25, D. C., Secretary. 

AMERICAN COLLEGE or ALLERGISTS, INc., Americana Hotel, Bal Harbour, 
Miami Beach, Fla., Feb. 28-Mar. 5. Mr. Eloi Bauers, 2160 Rand Tower, 
Minneapolis 2, Executive Vice-President. 

AMERICAN COLLEGE oF RapioLocy, Roosevelt Hotel, New Orleans, Feb. 
3-6. Mr. William C. Stronach, 20 N. Wacker Dr., Chicago 6, Executive 
Director. 

AMERICAN ORTHOPSYCHIATRIC ASSOCIATION, INC., Sherman Hotel, Chicago, 
Feb. 25-27. Marion F. Langer, Ph.D., 1790 Broadway, New York 19, 
Executive Secretary. 

CauirorNiA MEpIcAL Association, Ambassador Hotel, Los Angeles, Feb. 
21-24. Mr. John Hunton, 450 Sutter St., San Francisco 8, Executive 
Secretary. 

Centra Surcicat Association, Drake Hotel, Chicago, Feb. 18-20. 
Dr. Angus D. McLachlin, Victoria Hospital, London, Ont., Canada, 
Secretary. 

NATIONAL ASSOCIATION OF METHODIST HosprraLs AND Homes, Deshler 
Hilton Hotel, Columbus, Ohio, Feb. 16-18. Mr. Olin E. Oeschger, 740 
Rush St., Chicago 11, General Secretary. 

Society or Unriversiry SuRGEONS, Minneapolis, Feb. 11-13. Dr. Ben 
Eiseman, 4200 E. Ninth Ave., Denver 20, Secretary. 


March 


AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Deauville Hotel, 
Miami Beach, Fla., Mar. 15-16. Dr. F. Johnson Putney, 1712 Locust St., 
Philadelphia 3, Secretary. 

AMERICAN ACADEMY oF Forensic Drake Hotel, Chicago, 
Mar. 3-5. Dr. W. J. R. Camp, 1853 W. Polk St., Chicago 12, Secretary- 
Treasurer. 

AMERICAN ACADEMY OF GENERAL Practice, Philadelphia, Mar. 19-24. 
Mr. Mac F. Cahal, Volker Blvd., at Brookside, Kansas City 12, Mo., 
Executive Director. 

AMERICAN ASSOCIATION FOR THE History OF Mepicine, INc., Charleston, 
S. C., Mar. 24-26. John B. Blake, Ph.D., c/o Smithsonian Institution, 
Washington 25, D. C., Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Deauville Hotel, Miami Beach, 
Fla., Mar. 18-19. Dr. Lyman Richards, Massachusetts Institute of Tech- 
nology, Cambridge 39, Mass., Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL SOCIETY, 
Inc., Deauville Hotel, Miami Beach, Fla., Mar. 15-17. Dr. C. Stewart 
Nash, 708 Medical Arts Bldg., Rochester 7, N. Y., Secretary. 

AmeEriIcAN Oro.ocicaL Society, Deauville Hotel, Miami Beach, Fla., 
Mar. 13-14, Dr. Lawrence R. Boies, University Hospital, Minneapolis 
14, Minn., Executive Secretary-Treasurer. 

AMERICAN OTORHINOLOGIC SOCIETY FOR PLAsTIC SURGERY, INC., Deauville 
Hotel, Miami Beach, Fla., Mar. 6-13. Dr. Joseph G. Gilbert, 75 Barberry 
Lane, Roslyn Heights, N. Y., Secretary. 

AMERICAN PsycHOsoMATIC Society, Sheraton-Mount Royal Hotel, Mont- 
real, Mar. 26-27. Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N. Y., 
Executive Assistant. 

AMERICAN Raprum Society, Caribe Hilton Hotel, San Juan, Puerto Rico, 
Mar, 17-19. Dr. Robert L. Brown, Robert Winship Clinic, Emory Uni- 
versity, Atlanta 22, Ga., Secretary. 


(Continued on page 26) 
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“the ‘ide al coagulant 


COUMADIN has 


eee 


~ 
Prothrombin 26 days in| 


be come | 


DAYS OF TREATMENT (adapted from Baer, S., et al.: J.A.M.A. 167:704, 1958) 


® 
According to Link,? discoverer of Dicumarol: 


“most of the drawbacks of Dicumarol have been over- 
come [with COUMADIN]...It is my firm belief that in 
time it will replace Dicumarol on the basis of its per- 
formance over a wide variety of conditions...” 


COUMADIN CONSISTENTLY PROVIDES 


rapid and sustained effect with low dosage « high pre- 
dictability « ease of control for long periods + low 
incidence of “escape” « equal effectiveness by oral or 
parenteral routes + reduced need for frequent pro- 
thrombin time determinations after initial dosage 
adjustment + ready reversibility with vitamin K, 


IN MYOCARDIAL INFARCTION AND OTHER THROMBOEMBOLIC DISORDERS 


Complete Information and Reprints on Request Endo 


COUMADIN: 


SODIUM 


TABLETS—for oral administration—2 mg., 
lavender, scored; 5 mg., peach, scored; 
10 mg., white, scored; 25 mg., red, scored. 


INJECTION — for parenteral administra- 
tion Single Injection Units, consisting of 
one vial, 75 mg., and one 3-cc. ampul Water 
for Injection. 


AVERAGE DOSE — initial, 50 mg. main- 
tenance, 5-10 mg. daily, as indicated by pro- 
thrombin time determinations. 

COUMADIN (warfarin) Sodium — manufac- 
tured under license from the Wisconsin 
Alumni Research Foundation — developed 
for clinical use by Endo. 

References: 1. Baer, S., et al.: J.A.M.A. 167:704, 


1958. 2. Link, K. P.: Circulation 19:97, 1959. 
8. Meyer, O. O.: Postgrad. Med. 24:110, 1958., 


ENDO LABORATORIES 
Richmond Hill 18, New York 


— 
i 
| 
4 
é 
a $$ 
= 


36 MEETINGS 


NationaL Hearn Counc, Nationa Forum, Miami, Fla., 
Mar. 13-18. Mr. Philip E. Ryan, 1790 Broadway, New York 19, Execu- 
tive Director. 

NATIONAL ScLenosis Society, New York City, Mar. 8. Mr. 
Donald Vail, 257 Fourth Ave., New York 10, Secretary. 

Society or Del Monte Lodge, Calif., Mar. 30- 
Apr. 2. Dr. Raymond K. Thompson, 803 Cathedral St., Baltimore 1, 
Secretary. 

Sourneastenn Suncicat Concnress, Roosevelt Hotel, New Orleans, Mar. 
21-24, Dr. B. T, Beasley, 1032 Hurt Bldg., Atlanta 3, Ga., Executive 
Secretary. 

SouTHWESTERN Suncicar Concness, Riviera Hotel, Las Vegas, Nev., Mar. 
28-31. Miss Mary O'Leary, 1213 Medical Arts Bldg., Oklahoma City, 
Okla., Executive Secretary. 


April 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Admiral Semmes 
Hotel, Mobile, Apr. 21-23. Mr. W. A. Dozier Jr., 19 S. Jackson St., 
Montgomery 4, Executive Secretary. 

AMERICAN ACADEMY Or NeunoLocy, Eden Roc Hotel, Miami, Fla., Apr. 
25-30. Mrs. J. C. McKinley, 4307 E. 50th St., Minneapolis 17, Executive 
Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Statler-Hilton, New York City, 
Apr. 11-16. Dr. Louis B. Flexner, Dept. of Anatomy, School of Medicine, 
Univ. of Pa., Philadelphia 4, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, Chicago, Apr. 11-15. Dr. 
Calderon Howe, Columbia Univ. College of Physicians and Surgeons, 
New York 22, Secretary-Treasurer. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BAcTERIOLOGISTs, Hotel 
Peabody, Memphis, Tenn., Apr. 28-30, Dr. Russell L. Holman, Dept. 
of Pathology, L. S. U. School of Medicine, New Orleans, La., Secretary. 

AMERICAN AssOCIATION OF RatLway Surceons, Drake Hotel, Chicago, 
Apr. 7-9. Mr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Executive Secretary. 

AMERICAN COLLEGE OF OBSTETRICIANS AND GyneEcoLocists, Netherland 
Hilton Hotel, Cincinnati, Apr. 2-6. Mr. Donald F. Richardson, P. O. 
Box 749, Chicago 90, Executive Secretary. 

AMERICAN COLLEGE Or Prrysic1ANs, Mark Hopkins & Fairmont, San Fran- 
cisco, Apr. 4-9. Mr. E. R, Loveland, 4200 Pine St., Philadelphia 4, 
Executive Secretary. 

AMERICAN GASTROENTEROLOGICAL AssOcIATION, Roosevelt Hotel, New 
Orleans, April 1-2. Dr. Franz J. Ingelfinger, 65 E, Newton St., Boston 
18, Secretary. 

AMERICAN PrysioLocicaL Socrery, Chicago, Apr. 11-15. Ray G,. Daggs, 
D.Sc., 9650 Wisconsin Ave., Washington 14, D. C., Executive Secretary. 

Amenican Puntic Association, Southern Branch, Memphis, 
Tenn,, Apr. 13-15. Dr. L. M. Graves, Shelby County Health Depart- 
ment, Memphis, Tenn., Chairman, Local Arrangements Committee. 

AMERICAN Society or BroLocicaL Cuemusts, Inc., Chicago, Apr. 11-16. 
Dr, Frank W. Putnam, Dept, of Biochemistry, Univ. of Florida, Gaines- 
ville, Secretary. 

AMERICAN Society or In~reRNAL Mepicine, Mark Hopkins Hotel, San 
Francisco, Apr. 1-3. Mr. Robert L. Richards, 350 Post St., San Francisco, 
8, Executive Director. 

Amenican Socrety For PHARMACOLOGY AND EXPERIMENTAL THERA- 
peutics, Inc., Chicago, April. Dr. Karl H. Beyer Jr., Merck Sharp and 
Dohme Research Labs., West Point, Pa., Secretary. 

AMERICAN Socrety ron THE STUDY OF Sheraton-Gibson Hotel, 
Cincinnati, Apr. 1-3, Dr. Herbert H. Thomas, 920 S. 19th St., Birming- 
ham 5, Ala., Executive Secretary. 

AMERICAN SunGICAL Association, The Greenbrier, White Sulphur Springs, 
W. Va., Apr. 3-6. Dr. W. A. Altemeier, Cincinnati General Hospital, 
Cincinnati 29, Secretary. 

Ankansas Mepicar Socrery, Pine Bluff, Apr. 18-20. Mr. Paul C. Schaefer, 
218 Kelley Bldg., Fort Smith, Ark., Executive Secretary. 

Fionma Mepicat Association, Robert Meyer Hotel, Jacksonville, Apr. 
8-12. Mr. W. Harold Parham, 735 Riverside Ave., Jacksonville 3, Fla., 
Executive Director. 

Hawau Mepicar Association, Apr. 28-May 1. Mr. Lee McCaslin, 510 S. 
Beretania, Honolulu 13, Executive Secretary. 

InpusTRIAL MepicAn Association, Rochester, N. Y., Apr. 26-29. Mr. 
Clark D. Bridges, 28 E. Jackson Blvd., Chicago 4, Managing Director. 

Iowa Stare Mepicar Society, Savery Hotel, Des Moines, Apr. 24-27 
Mr. Donald L. Taylor, 529 36th St., Des Moines 12, Iowa, Executive 
Director. 

MARYLAND, MEDICAL AND CarkunGICAL FACuLTy OF THE STATE OF, The 
Alcazar, Baltimore, Apr. 20-22, Mr. John Sargeant, 1211 Cathedral St., 
Baltimore 1, Executive Secretary. 

Nepraska STATE Mepicar Association, Hotel Cornhusker, Lincoln, 
April. Mr. M. C. Smith, 1315 Sharp Building, Lincoln 8, Neb., Executive 
Secretary. 

Dakota Strate Mepicat Association, Dacotah Hotel, Grand 
Forks, Apr. 30-May 3. Mr. Lyle A. Limond, Box 1198, Bismarck, N. D., 
Executive Secretary. 

TENNESSEE STATE Mepicat Association, The Maxwell House, Nashville, 
Apr. 10-13. Mr. Jack E. Ballentine, 112 Louise Ave., Nashville 5, Tenn., 
Executive Director. 

Texas Mepicat Association, Hotel Texas, Fort Worth, Apr. 9-12. Mr. 
C. Lincoln Williston, 1801 N. Lamar Blvd., Austin, Texas, Executive 
Secretary. 


May 


Awenospace Mepicat Association, Americana Hotel, Bal Harbour, Fla., 
May 9-11. Dr. William J. Kennard, Aerospace Medical Association, 
Washington Natl. Airport, Washington 1, D. C., Secretary-Treasurer. 

Amenican Association Or SURGEONS, Dearborn Inn, 
Dearborn, Mich., May 11-13. Dr, William J. Engel, 2020 E. 93rd St., 
Cleveland 6, Secretary. 

AMERICAN Fepenation ror Researcu, Chalfonte-Haddon Hall, 
Atlantic City, N. J., May 2. Mr. James E. Bryan, 250 W. 57th St., New 
York 19, Executive Secretary. 


J.A.M.A., June 20, 1959 


AMERICAN OPHTHALMOLOGICAL The d Colorad 
Springs, Colo., May 16-18. Dr. Maynard C, ~ e-wa 30 W. 59th St., 
New York 19, Secretary. 

AMERICAN Pepratric Society, New Ocean House, Swampscott, Mass., 
May 5-6. Dr. Aims C. McGuinness, 2800 Quebec St., N. W., Washington 
8, D. C., Secretary-Treasurer. 

AMERICAN Psycutatric Association, Inc., Hotel Traymore, Atlantic City, 
N. J., May 9-13. Dr. C. H. Hardin Branch, 156 Westminster Ave., Salt 
Lake City 15, Utah, Secretary. 

AMERICAN Socrety For InvEsTIGATION, Haddon Hall, Atlantic 
City, N. j., May 1-2. Dr. Saul J. Farber, N. Y. U. College of Medicine, 
550 First Ave., New York 16, Secretary. 

AMERICAN SocreTy OF MAXILLOFACIAL SURGEONS, Ambassador Hotel, 
Los Angeles, May 15-18. Dr. Edward C. Hinds, 1508 Medical Towers, 
Houston 25, Texas, Secretary. 

AMERICAN TrupEAv Socrerty, Statler and Biltmore Hotels, Los Angeles, 
May 16-18. Mr. Frank W. Webster, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN Association, Inc., The Palmer House, Chicago, 
May 16-19. Mr. William P. Didusch, 1120 N. Charles St., Baltimore 1, 
Executive Secretary. 

ASSOCIATION OF AMERICAN Puysicians, Haddon Hall, Atlantic City, N. J., 
May 3-4, Dr. Paul B. Beeson, Yale Univ. School of Medicine, New 
Haven 11, Conn., Secretary. 

Louisiana State Mepicat Society, Capitol House, Baton Rouge, May 
2-4, Dr. C. Grenes Cole, 1430 Tulane Ave., New Orleans 12, Secretary- 
Treasurer. 

Minnesota Mepicar Association, Kahler Hotel, Rochester, May. 
Mr. Harold W. Brunn, 496 Lowry Medical Arts Bldg., St. Paul 2, Execu- 
tive Secretary. 

Misstssiprp1 State Mepica Association, Hotel Heidelberg, Jackson, May 
10-12. Mr. Rowland B. Kennedy, P. O. Box 4606, Fondren Station, 
Jackson, Miss., Executive Secretary. 

New Jersey, Mepicar Socrety or, Chalfonte-Haddon Hall, Atlantic City, 
May 14-18. Mr. Richard I. Nevin, P. O. Box 904, Trenton 5, N. J., 
Executive Officer. 

New Mexico Mepicat Society, Western Skies Hotel, Albuquerque, May 
10-13. Mr. Ralph R. Marshall, 220 First National Bank, Albuquerque, 
N. M., Executive Secretary. 

Nortu Caroiia Mepicar Socrery, Hotel Sir Walter, Raleigh, May 1-4. 
Mr. James T. Barnes, Capital Club Bldg., Raleigh, N. C., Executive 
Secretary. 

Onto STATE MeEpicaL Association, Sheraton Cleveland, Cleveland, week 
of May 15. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, Execu- 
tive Secretary. 

OKLAHOMA STATE Mepicat Association, Oklahoma City, May 1-4. Mr. 
R. H. Graham, 601 N. W. Expressway, Oklahoma City, Okla., Executive 
Secretary. 

Society or AMERICAN BacTeRrioLocists, Bellvue-Stratford Hotel, Phila- 
delphia, May 1-5. Dr. E. M. Foster, 311 Bacteriology, U. of Wisconsin, 
Madison 6, Secretary. 

Society or Pepiatric ResEancu, New Ocean House, Swampscott, Mass., 
May 3-5. Dr. Clark D, West, The Children’s Hospital, Cincinnati 29, 
Secretary. 

Sourn Mepicat Association, Ocean Forest Hotel, Myrtle 
Beach, May 17-19. Mr. M. L. Meadors, 309 W. Evans St., Florence, 
S. C., Executive Secretary. 

SrupENT AMERICAN MEpIcAL AssociATION, Statler-Hilton Hotel, Los 
Angeles, May 5-8. Mr. R. F. Staudacher, 430 N. Michigan, Chicago 11, 
Executive Director. 

Wisconsin, STATE MeEpIcAaL Socrety or, Hotel Schroeder, Milwaukee, 
May 38-5. Mr. C. H. Crownhart, 330 E. Lakeside St., Madison 5, Wis., 
Secretary. 

July 


AMERICAN Gorrer Association, Royal College of Surgeons, London, Eng- 
land, July 5-9. Dr. John C. McClintock, 14914 Washington Ave., Albany 
10, N. Y., Secretary. 


INTERNATIONAL AND FOREIGN 
1959 
June 


INTERNATIONAL CONFERENCE ON MeEpicAL ELecTRoNiIcs, UNESCO Bldg., 
Paris, June 24-27. Dr. F. Brackett, National Institutes of Health, 
Bethesda 14, Md., Regional Program Representative. 

IntsH Mepicay Association, Killarney, June 29-July 3. Dr. Noel Reilly, 10, 
Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 


July 


British MepicaL Association, Edinburgh, Scotland, July 18-24. For in- 
formation address: The Secretary, British Medical Association, Tavistock 
Square, London, W. C. 1, England. 

CANADIAN MEDICAL Association, Edinburgh, Scotland, July 18-24. Dr. 
A. D. Kelly, 150 St. George St., Toronto 5, Ont., General Secretary. 
ConGress ON CuaGas’ Disease, Rio de Janeiro, July 6-12. For information 
write: Miss Natalie E. Fossati, Cancer Research Institute, New England 

Deaconess Hospital, 194 Pilgrim Rd., Boston 15. 

European ConcGress oF NeurRosuRGERY (First), Zurich, Switzerland, July 
16-19. Dr. Gerhard Weber, c/o Hospital Cantonal, Clinique Neuro- 
chirurgicale, Ramistrasse 100, Zurich, Switerzerland. 

INTERNATIONAL CONGRESS OF PepIATRICS, Montreal, Que., July 19-25. 
For information address: Dr. R. L. Denton, 2300 Tupper St., Montreal 
25, Que. 

INTERNATIONAL CoNnGRESS OF PLastic SuRGERY, London, England, July 
13-17. Mr. David Matthews, 152 Harley St., London, W. 1, England. 


(Continued on page 38) 
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ROCHE LABORATORIES IS 
PRIVILEGED TO ANNOUNCE 
A NEW DEVELOPMENT TO 
STOP AS WELL AS PREVENT 
VOMITING AND NAUSEA 


ligan 


specific antiemetic /antinauseant entity ROCHE 
LABORATORIES 


Division of Hoffmann-La Roche Inc. 
Nutley 10, New Jersey 


HYDROCHLORIDE =brand of tri 
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INTERNATIONAL CONGRESS OF RApioLocy, Munich, Germany, July 23-36. 
For information write: Sekretariat, des 9, Internationalen Kongresses fiir 
Radiologie, Reitmorstrasse 29, Munich 22, Germany. 

INTERNATIONAL CONGRESS OF SCHOOL AND Universrry Heavtn (THIRD). 
Paris, France, July 6-8. For information write: Comite d’Organisation 
du Congres d’Hygiene Scolaire et Universitaire, 13, rue du Four, Paris 
6e, France. 

INTERNATIONAL Mepicat ConGress ON MENTAL RETARDATION (Fiast), 
Eastland Hotel, Portland, Maine, July 27-31. Dr. Ella Langer, State 
House, Augusta, Me., Chairman, Committee on Finance and Arrange- 
ments, 

INTERNATIONAL PsYCHOANALYTICAL AssociATION, Copenhagen, Denmark, 
July 26-30. Miss Pearl King, 37 Albion St., London, W. 2, England, 
Secretary-General. 

INTERNATIONAL UNION OF THE MepIcAL Press (47H Concress ), Cologne, 
Germany, July 3-5. Dr. Stockhausen, Brabanterstr. 13, Cologne, Ger- 
many, Secretary-General. 

Oxrorn Concress, Oxford, England, July 6-8. For 
information write; Dr, I. Fraser, 21 Dogpole, Shrewsbury, England. 

Suatwo Founpation SymMpostum on CAaAnpiovascuLAR Diseases, Hotel 
Tequendama, Bogota, Colombia, July 27-31. Dr. Alberto Vejarano, 
Fundacion A. Shaio, Clinica: Carretera de Suba, Bogota, Colombia. 


August 


INTERNATIONAL ASSOCIATION OF LiMNOLOGY, Vienna & Salzburg, Austria, 
Aug. 20-Sept. 8. For information address: Secretary, Biologische Station, 
Lunz am See, Austria. 

INTERNATIONAL CONGRESS FOR THE History or ScreNcE, Barcelona & 
Madrid, Spain, Aug. 30-Sept. 6. Prof. J. Vernet, Universidad de Barce- 
lona, Barcelona, Spain, Secretary-General. 

INTERNATIONAL CONGRESS OF PuysIOLOGICAL Scr1eNCES, Buenos Aires, 
Argentina, Aug. 9-15. A. O. M. Stoppani, Facultad de Ciencias Medicas, 
Paraguay 2151, Buenos Aires, Argentina. 

INTERNATIONAL CONGRESS FOR SPEECH AND Voice THerapy, London, 
England, Aug. 17-22. Miss M. Carter, 46 Cannonbury Square, London, 
N. 1, England, Secretary. 

Pan-AMERICAN CONGRESS OF VETERINARY MEDICINE, Kansas City, Mo., 
U.S. A., Aug. 23. Dr. Benjamin D. Blood, P.O. Box 99, Azul, Buenos 
Aires Province, Argentina, Secretary-General. 

Worip Conrerence ON Mepicat Epucation, Palmer House, Chicago, 
Ill., U.S. A., Aug. 30-Sept. 4. For information address: Dr. Louis H. 
Bauer, 10 Columbus Cirele, New York 19, N. Y., U.S.A. 

Wor.ip Feperation ror Mentat Hearn, Barcelona, Spain, Aug. 30- 
Sept. 5. Miss Esther M. Thornton, 19 Manchester St., London, W. 1, 
England, Secretary-General. 


September 


Concness or INTERNATIONAL Union oF Rattway MEDICAL SERVICES, 
Lucerne, Switzerland, Sept. 21-24. Dr. J. Ortega, 13, rue de Chateau- 
London, Paris 10, France, Secretary-General. 

European ConGress Or ALLERGY, London, England, Sept. 2-4. For in- 
formation address: British Association of Allergists, Write: Fleming 
Institute, St. Mary’s Hospital, London, W. 2, England. 

Evnopean Concress or RaueumartisM, Istanbul, Turkey, Sept. 18-21. For 
Information address: Professor Hami Kocas, Medical School, Ankara, 
Turkey. 

Society or (Srventu Concress), Bedford 
College, London, Sept. 7-12. For information write: Dr. E. Neumark, 
Department of Pathology, St. Mary’s Hospital, London, W. 2. 

INTERNATIONAL CARDIOVASCULAR SociETY, Munich, Germany, Sept. 18-20. 
Dr. Henry Haimovici, 715 Park Ave., New York 21, Secretary-General. 

INTERNATIONAL ConGress OF Arm PoLLuTION, New York City, Sept. 9-10. 
For information write: American Society for Mechanical Engineers, 
29 W. 39th St., New York 18. 

INTERNATIONAL ConGrEss OF Cancer CyToLocy, Madrid, Spain, Sept. 21- 
Oct. 3. For information write: Mrs. E. L. Maselli, P.O. Box 633, Coral 
Gables, Fla. 

INTERNATIONAL ConGrESS OF NepHroLocy, Geneva, Switzerland, and 
Evian, France, Sept, 3-5. For information write: Dr. G. Richet, Hospital 
Necker, 149 rue de Sevres, Paris 7e, France. 

INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Istanbul, Turkey, Sept. 
18-21. For information write: Prof. Hami Kocas, Medical School, Ankara, 
Turkey. 

INTERNATIONAL SYMPOSIUM ON ANTI-INFECTIOUS AND ANTIMITOTIC 
Curmornerary, Geneva, Switzerland, Sept. 12-13. "Yor information 
write Dr. P. Rentchnick, Case Stand 471, Geneva, Switzerland. 

INTERNATIONAL TUBERCULOSIS CONFERENCE, Istanbul, Turkey, Sept. 11- 
18. Dr. T. I, Gokee, Selime Hatun, Mezarlik Sokak, Taksim, Istanbul, 
Turkey, Secretary-General. 

INTERNATIONAL UNION oF THE MEDICAL Press, Cologne, Germany, Sept. 
21-24. Dr. Stockhausen, Secretary of Bundesaerztekammer, Cologne, 
Germany. 

Concress vor Puysicat Tuerapy, Paris, France, Sept. 6-12. For 
information write: Miss M. J. Neilson, Tavistock House, Tavistock 
Square, London, W. C. 1, England. 

Mepicat Association, Montreal, Canada, Sept. 7-12. Dr. Louis 
H. Bauer, 10 Columbus Circle, New York 19, Secretary-General. 


October 


Burrish Mepican Association, ANNUAL CLINICAL MEETING, Norwich, 
Oct. 22-25. For information write: Dr. W. Hedgcock, B. M. A. House, 
Tavistock Square, London, W. C. 1, England. 

CANADIAN Society For THE Stupy or Fertitiry, Queen Elizabeth Hotel, 
Montreal, Oct. 23-24. Dr. Jean F. Campbell, 238 Queen’s Ave., London, 
Ont., Canada, Secretary-Treasurer. 

CONGRESS OF THE ASSOCIATION OF FRENCH SPEAKING Puysicrans, Lau- 
sanne, Oct, 7-9. For information write; Prof. Delore, 13, rue Jarente, 
Lyon, France. 


J.A.M.A., June 20, 1959 


CONGRESS OF THE FRENCH-SPEAKING ASSOCIATION OF PepraTRICcs (17TH), 
Montpellier, France, Oct. 12-14. Prof. Jean Captal, 2, Enclos Tissie 
Sarrus, Montpellier, France, Congress President. 

INTERNATIONAL CONGRESS OF THERAPEUTICS, Strasbourg, France, Oct. 
19-31. For information write; Professor Fontaine, Doyen de la Faculte 
de Strasbourg, France, President. 

INTERNATIONAL CONVENTION ON NUTRITION AND VITAL SUBSTANCES 
(57H), Konstanz-Zurich, Switzerland, Oct. 7-11. For information write: 
Secretary-General, Bemmeroderstr. 61, Hannover-Kirchrode, Germany. 

INTERNATIONAL UNION AGAINST THE VENEREAL DISEASES AND THE 
TREPONEMATOSES, London, Oct. 13-17. For information write: Institut 
Alfred Fournier, 25 Boulevard Saint-Jacques, Paris 14, France. 


November 


BanaMas Mepicat Conrerence, British Colonial Hotel, Nassau, Nov. 27- 
Dec. 17. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 


December 


BanaMas Suncicat ConrerENce, British Colonial Hotel, Nassau, Dec, 28- 
Jan. 16. For information write: Dr. B. L. Frank, P.O. Box 4037, Fort 
Lauderdale, Fla. 


MAGAZINE—TELEVISION REPORT 


The following list of current medical articles in mass-circula- 
tion magazines on medical subjects is published each week only 
for the information of readers of THe Journa. Unless specifi- 
cally stated, the American Medical Association neither approves 
nor disapproves of the articles reported. 


MAGAZINES 
Argosy, July, 1959 

“Live Longer and Enjoy It!” by Al Hirshberg 
This is the story of 7l-year-old Dr. George W. Calver, 
congressional physician since 1928. Serving as the doctor 
for some of the world’s busiest and most important people, 
Dr. Calver, through experience, has set down his Ten 
Commandments for Health, which, if followed, will add 
more years to your life. These commandments include 
eating wisely, drinking much water, eliminating thoroughly, 
bathing, exercising rationally, keeping free of worry, play- 
ing enthusiastically, relaxing completely, getting sufficient 
sleep, and having a checkup occasionally. 


Family Weekly, June 14, 1959 
“The Boy Who Was Brought Back from the Dead.” 

A heart-warming, descriptive story is told about a 3-year- 
old boy who was brought back to life after his heart stopped 
beating for 17 minutes. It was written by the doctor who 
saved him and approved for publication by the Fairfield 
County (Conn.) Medical Society. This case history must 
be considered a great tribute to the outstanding achieve- 
ments of medical research. 


Harper’s, June, 1959 
“Gems and Gas,” by Brig. Gen. J. H. Rothschild 
The author states that the only hope for relatively humane 
warfare lies in chemical and biological weapons. These 
gases and biological agents temporarily incapacitate the 
enemy, with no after-effects, and bar indiscriminate killing. 
A discussion of these agents is presented, including a 
description of these weapons and the effects they have on 


the body. 


Parents, July, 1959 
“If He’s a Colicky Baby,” by Lucy Kavaler 
This is a comprehensive review of colic, its causes and 
treatments. According to the article, colic results from 
improper feeding, tension, allergy, or a combination of 
these ailments. Studies at Yale University placed family 
tension as the cause of nearly half of the cases observed. 
Yale research also revealed that 48 of 98 infants observed 
had colic and that most doctors will tell you that it appears 
in one-third to one-half of all infants. 
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re-evaluating tranquilizers? 


READ WHAT CLINICIANS ARE 
NOW SAYING ABOUT ATARAX* 


(brand of hydroxyzine) 


“especially well sui 


work, drive a car, 


machinery.” 


“ability to decide correctly 
has increased, while the 
iHogica! pone to anxiety 


e 
= 
ATARAX is “effective in 
controling tension and 
anxiety . Its safety makes 
it an excellent drug for 


“ATARAX appeared to reduce 
anxiety and restlessness, 
improve sleep patterns and 
make the child more amenabie 

fo the of new 


pract 


IN WORKING ADULTS 
ambulatory patients 
or operate 


out-patient use in office 
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INVESTIGATORS AGREE ON OPTIMAL ATARAX DOSAGES 
: Supplied: Tablets, bottles 


For childhood 10 mg. 3-6 years, one tablet t.i.d. 
behavior disorders table over 6 years, two tablets t.i.d. Syrup. 
Syrup 3-6 years, one tsp. t.i.d. + Parenteral Solution, 10 cc. 
over 6 years, two tsp. t.i.d. Multiple-dose vials. 
For adult tension 25 mg. one tablet q.i.d. : eae 
and anxiety tablets ; in B press. 2. Freedman, A. M.: 
i a merica 
Syrup one tbsp. q.i.d. : tau 1988, 3 
For severe emotional 100 mg. one tablet t.i.d. NOW J. O78 
disturbances tablets : New York 
For adult psychiatric Parenteral | 25-50 mg. (1-2 cc.) intramus- $ 5. Coirault, ™., tals Presse 
and emotional Solution cularly, 3-4 times daily, at s méd. 64: 2239 (Dec. 26) 1956. 
emergencies 4-hour intervals. Dosage for + 6.Bayart, J.: Presented at 
children under 12 not ° the international Congress of 
established. 2 Denmark, ‘july 22-27, 1956. 
® 


ARAX 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., inc. 
Science for the World's Well-Being 
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new Noludar 300 


300 mg CAPSULES 


A good night’s sleep can be described in dozens of ways, but “‘natural’’ comes 
closest to the kind of sound, refreshing sleep your patients will enjoy when you 
prescribe new NOLUDAR 300. Unsurpassed safety . . . prompt action... 6 to 8 
hours of undisturbed rest . . . and a cheerful awakening without ‘“‘hangover’’— such 
is the quality of sleep with NOLUDAR. 

Well tolerated, non-barbiturate, non-addictive, virtually free of even minor side 
reactions. NOLUDAR®—brand of methyprylon 


40 
ty 
3 DOSAGE: Adults — One 300-mg capsule before retiring. Do not exceed prescribed dosage. 
R LABORATORIES Division of Hoffmann-La Roche Inc + Nutley 10, New Jersey 
§ 


apprehensive | 
mind 


butabarbital sodium 


TABLETS + REPEAT-ACTION TABLETS 


* ELIXIR * CAPSULES 


McNEIL LABORATORIES, INC, + PHILADELPHIA S2, PA. | McNEIL | 


BUTISOL® takes the edge off nervousness and tensio 
making fundamental changes in a basically eee personali 


Since BUTISOL does not produce apathy or brea? it 
enables your patient to-operate without 
emotional. 
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PROZINE offers effective aid in the treatment of many organic symptoms arising 
from moderate to severe emotional disturbance. For example, PRozine produced = 
improvement in 62 of 74 patients! with anxiety neuroses accompanied by nausea, . 
vomiting, tremor, palpitations, or fear. In another 57 patients? suffering from 

nausea and vomiting, Prozine relieved symptoms in over 90 per cent. 

Designed for everyday practice, ProzineE controls motor excitability as well as 

anxiety and tension by acting on both the hypothalamic and thalamic areas of the a 


brain. Because of this dual action, dosage requirements are low, side-effects minimal. 
1. Case reports on file, Wyeth Laboratories. 2, Parks, R.V., and Moessner, G.F.; Dual 
Approach to Patient Care, Scientific Exhibit, A.A.G.P., April, 1959, 


“Nausea and vomiting? Not any more!”’ 


Affects the thalamic and hypothalamic areas of the brain 


 PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


Philadelphia 1, Pa 


*Trademark 
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VAGINAL GEL+ VAGINAL DOUCHE 


BETADINE : 
brand of Povidone-lodine, possesses broad-range germicidal activity : 
against fungi, yeasts, bacteria, protozoa, and viruses. In the vaginal 

tract Betadine Vaginal Gel and Betadine Vaginal Douche kill 

trichomonas and monilia on contact and destroy common pathogens. 

Betadine is virtually nonirritating to vaginal mucosa. 


indicated: 
in the treatment of trichomoniasis, moniliasis and nonspecific vaginitis. 


advantages: 
+ almost immediate relief from leukorrhea, pruritus; diminishes malodor 
* unsurpassed broad-range microbicidal activity 
+ therapeutically active even in the presence of blood, pus, vaginal secretions 
* wetting action to assist penetration into vaginal crypts and crevices 


how to use: 
In the office: Swab the vaginal vault with Betadine Antiseptic, full strength. f 
prescribe Betadine Vaginal Douche for therapeutic use as follows: 
Two (2) tablespoonfuls to a quart of lukewarm water once daily by the patient 
at home, for six days. On the seventh day, the patient returns for re-examina- 
tion and swabbing with Betadine Antiseptic; an additional week of therapeutic 
douching if necessary. 

prescribe Betadine Vaginal Gel as follows: Insert one (1) applicatorful 
of Betadine Vaginal Gel each night, followed by a douche the next morning, 
through the entire menstrual cycle. If further therapy is warranted, the gel 
should be continued only during the actual menses days of the following two 
menstrual periods. 

After the infection has been brought under control, the use of Betadine 
Vaginal Douche is recommended twice weekly at a dilution of one (1) table- 
spoonful to a quart of lukewarm water. 


established in 1905 
TAILBY-NASON COMPANY, INC., Dover, Delaware 


BETADINE ‘VAGINAL GEL 


3 oz. TUBE WITH APPLICATOR 
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What’s 
Your 


Corticosteroid 


Score? 


True False 


Corticosteroids relieve rheumatic 
pain by raising the pain threshold. 


Corticosterone is the only 
corticosteroid identified in 
adrenal venous blood. 


Approximately 10 mg. of urinary 
17-ketosteroids are excreted 

daily during normal adrenocortical 
function. 


The pioneer experiments on the 
effects of adrenalectomy were | 


performed by Addison. 


For answers to quiz, see opposite page. 
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SCOresS 


high 
in clinically 
important 
tests 


METICORTEN’ 


prednisone 


Even in long-term therapy, diet and salt 
restrictions are usually unnecessary 
—a benefit of METICORTEN repeatedly 
noted by investigators. 


METICORTEN —1, 2.5 and 5 mg. tablets. 


SCHERING CORPORATION + BLOOMFIELD, NEW JERSEY 
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in the depressed, unhappy patient 


PROMPTLY IMPROVES MOOD 


without excitation 


* Acts fast to relieve depression and its common symptoms: 
sadness, crying, anorexia, listlessness, irritability, 
rumination, and insomnia. 

* Restores normal sleep—without hang-over or depressive 
aftereffects. Usually eliminates need for sedative-hypnotics. 


EFFICACY AND SAFETY CONFIRMED IN OVER 3,000 
DOCUMENTED CASE HISTORIES.':*? 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this dose may be gradually increased up to 3 tablets q.i.d. for depression 
Composition: Each light-pink, scored tablet contains 1 mg. 


2-diethylaminoethyl benzilate hydrochloride (benactyzine HC!) 4 D At 
epro 


References: 


1. Alexander, L.: J.A.M.A. 166:1019, Merch 1, 1958. 
2. Current personal communications; in the files of Wallace Laboratories. @)°WALLACE LABORATORIES, New Brunswick, N. 7. 


3. Pennington, V.M.: Am J. Psychiat. 115:250, Sept. 1958. Trrace- 
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MEETING 


SOCIETY PRESIDENT SECRETARY 


AMERICAN MEDICAL IATION....|Louis M. Orr, Orlando, Fia... 
Aerospace Medical Association “|Ludwig G. Lederer, Washington, D. C..... Washington Natl. 


Assn. for the Study of Neoplastic Diseases|Victor Levine, Chicago. 
Truman G. Blocker Jr., Galves' 


..|Michael E. DeBakey, ‘Tex. 
‘|H. Stanley Bennett, Seatt 
Reed M. Nesbit, Ann Arbor, Mich... 


William Fitts Jr 


Assn. for the Surgery of Trauma. 
Assn. for Thoracic Surgery 
Assn, of Anatomists.... 

Assn. of Genito-U rinary Surgeons. 


F. J. L. Blasingame, 535 N. Dearborn St., Chicago 10. Miami Beach, Fla., June 13-17 
{ Airport, Washington | 


"| Bal Harbour, Fla., May 9-11 


American 

Academy Of AllOTEY................cccecscceeseesseeese .|Francis C, Lowell, Boston 14 Mr. James O. Kelley, 756 N. Milwaukee, Milwaukee 2, Wis. | Hollywood-by-the-Sea, Fla., 
Academy of Dermatology pA Sephtiaien. James R. Webster, Chicago 2....................]R. R. Kierland, Mayo Clinic, Rochester, Minn. Chicago, Dee. 6-11 
Academy of General Practi Fount Richardson, Fayetteville, Ark.. Mr. Mae F, Cahal, Volker Blvd. at Brookside, Kansas City 

Mo. Philadelphia, Mar, 19-24 
Academy of Neurology Augustus 8. Rose, Los Angeles Raber A. Utterback, 858 Madison Ave., Memphis. Miami, Fla., Apr. 25-30 
Academy of Gecupational Medicine. Leonard Goldwater, New York 32 ... (Capt. L. B. Shone, Bur. of Med. & Surg., Navy Dept., 

Washington 25, D. Williamsburg, 10-12 
Academy of Ophth. & Otolaryn..... John H. Dunnington, New York 32..... W. L. Benedict, 15 Second St., 8.W. Rochester, Minn. Chicago, Oct. 11- 
Academy of Orthopaedic Surgeons. Harold A. Sofield, Oak RG 1. Mr. John K. Hart, 116 8. Mic’ higan Ave., Chicago 3. Chicago, Jan. 33 ss 
Academy of Pediatrics .. dames C, Overall, Nashville 3, Tenn Kk. H. Cupmeenerses. 1801 Hinman Ave., Evanston, Ill. Chicago, Oct. 5-8 
Academy of Tuberculosis Physicians puatiso M. Bueno, New Bedford, Mass.....|Oscar 8, Levin, P. O. Box 7011, Denver 6, Colo 
Assn. for the History of Medicine. Owsei Temkin, Baltimore 5. John B Bike Smithsonian Institution, Washington 25, D.C.|Charleston, 8. C., Mar. 24-26 
Bruce or, P. O. Box 268, Gatlinburg, Tenn. 


3400 Spruce St., Philadelphia 4 Bretton Woods, N. H., Sept. 24-26 
) Carondelet ‘Ave , St. Louis 5 
. School of Med., Philadelphia 4....| New York City, Apr, 11-16 


land 6 Dearborn, Mich., May 11-13 


York 32 Chicago, Apr. 11-15 


Assn, of Immunologists. William C. Boyd, Boston = 
Assn. of Medical Clinics. = _ld. W. St. Geme, Los Angeles...... Joseph B. 4 N. Washington St., Marion, Ind. Chicago, Sept. 24-26 
Assn, of Obstetricians & Gynecologists... |Joe V. Meigs, Boston ..|E. Stewart Taylor, 4200 East 9th Ave., Denver 20 Hot Springs, Va., Sept. 10-12 
Assn. of Pathologists & —“easanincenanie Alan R. Moritz, Cleveland. Russell L. Holman, 1542 Tulane Ave., New Orleans 12, La...../Memphis, Apr. 28-30 
Assn. of Plastic Surgeons. Lyndon A. Peer, East Orange, N. J........./Herbert Conway, 525 E. 68th St., New York 21 
Aan. of Railway Surgeons mel Bell, York, Neb. Chester C. Guy, 5800 Stony Island Ave., Chicago 37 Chicago, Apr. 7-9 
Assn. on Mental Deficiency.. George Tarjain, Pomona, Calif. Neil A. Dayton, P. 0. Box 96, Willimantic, Conn. 
Broncho- Esophagological Assn. Verling K. Hart, Charlotte, N. C. F. Johnson Putney, 1719 Rittenhouse Square, Philadelphia..|Miami Beach, Fla., Mar. 15-16 
Clinical & Climatological Assn. ead voor W. Thorn, Boston F. T. Billings, 420 Medical Arts Bldg., Nashville, Tenn Hot Springs, Va., Nov. 
College of Allergists... se, {Cecil M. Kohn, Kansas City, Mo............./Mr. E. Bauers, 3160 Rand Tower, Minneapolis 2 Miami Beach, Fla., Feb, 28-Mar. 5 
College of Cardiology.......... Ee Calver, Washington, D. C.. ; ) Park Ave., New York 22 
College of Chest Physicians......... “Donald R. McKay, Buffalo, N. Y......... K , 112 E. Chestnut St., Chicago 11 
College of Gastroenterology...... Frank J. Borrelli, New York 29 Mr. Daniel Weiss, 33 W. 60th St., New York 23 Los Angeles, Sept, 19-26 
College of Obstetricians & Gynecologists John I. Brewer, Chicago 3.. Craig W. Muckle, P. O. Box 749, Chicago { Cincinnati, Apr 
College of Physicians. vit Howard P, Lewis, Portland, Mr. E. R. Loveland, 4200 Pine St., raledetle 4 San Francisco, Apr 4-9 
College of Preventive Medicine “—"ICol. Louis C. Kossuth, Colorado, Springs|John J. Wright, P. 0. Box 1267, Chape . Atlantic City, N. J., Get 21-22 
College of esecey : Lawrence Reynolds, Detroit Mr, W. C. Stronach, 20 N. Wacker Dr., ¢ iste 6 New Orleans, Feb. 3 
College of Surge: _. Newell W. Philpott, Montreal Michael L Mason, 40 E. Erie St., Chicago 11 Atlantic City, N. J., Sept 28-Oct. 2 
Congress of Phesical Med, & Rehab... Arthur C. Jones, Portland, Ore. Frances Baker, One Tilton St., San Mateo, Calif. Minneapolis, Aug. 30-Sept. 4 
Dermatological Assn.. “"|y. Lamar Callaway, Durham, N. C. Wiley M. Sams, 25 Southeast 2d Ave., Miami, Fla. 
Diabetes Assn. : Alexander Marble, Boston 15... E. Paul Sheridan, 1 East 45th St., New York 17 
Electrocephalographic Societ Liberson, Northampton, Mass. Jerome K. Merlis, Univ. Hosp.. Baltimore | 
Federation for Clinical eoarch. [William W. Stead, Gainesville, Fla. G. E. Schreiner, Georgetown U. Hosp., Washington 7, D. C.| Atlantic City, May 2 
Fracture Assn. ea "pei an C. McK ore Houston, Texas. H. W. Wellmerling, 610 Grieshelm Bidg., Bloomington, Ill...) New Orleans, Nov. 1-5 
a Gastroenterological ‘Assn. a . J. Barborka, ago 11...... F. J. Ingelfinger, 65 E. Newton St., Boston 18 

Gastroscopic Society.... Edward Berk Arthur M. Olsen, 200 First St. S.W., Rochester, Minn 

Warren H. Cole, Chicago 12.. Richard J. Kraemer, 2907 Post Rd., Warwick, R. I 

Goiter Assn Edwin G. Ramsdell, White Plains, N. Y. C. MeClintock, 149% Washington Ave., Albany 10, N. Y...|London, July 5-9 
Gynecological Society. vy, Philadelphia. A. A. Marchetti, 3800 Reservoir Rd., N.W., Washington 7, D.C 
Hospital Assn. f P Minneapolis Edwin L. Crosby, 18 E Division St., Chicago 10. New York City, Aug. 24-27 
Laryngological Assn. Montreal Richards, M.I.T., Cambridge 39, Mass Miami Beach, Fla., Mar. 18-19 
Laryn. Rhin. & Otol. Society....... Jalsh, St. Louis Nash, 708 Medicai Arts Bidg., Rochester 7, N. Miami Beach, Fla., Mar. 15-17 
Medical Women’s Assn. Katharine w. Wright, Evanston, 1). ong Lillian T Majally, 1790 Broadway, New York 19 Hot Springs, Ark., Nov. 12-15 
Medical Writers’ Assn. om Morris Fishbein, Chicago. Harold Swanberg, 510 Maine St., Quincy, Til. St. Louis, Oct 3 
Neurological Assn 4 ‘ Bernard J. Alpers, Philadelphia 39. Charles Rupp, 133 South 36th St., Philadelphia 4 
Ophthalmological Society Algernon B. Reese, New York 21 ‘ M. C. Wheeler, 30 W. 59th St., New York 19. Colorado Springs, May 16-18 
Orthopedic Assn.. C. Leslie Mitchell, Detroit 2 ; Lee Ramsay Straub, 715 Lake St., Oak Park, Ill 
Orthopsychiatrie Assn. W. Mason Mathews, New York 19 Marion F. Langer, 1790 Broadway, New York i% Chicago, Feb. 25-27 
SS Robert C. Martin, San Francisco. Lawrence R. Mniversi*y Hospital, Minneapolis 14 Miami Beach, Fla., Mar. 13-14 
Otorhinologie Society for Plastic Surgery|Raymond 8S. Rosedale, Canton 2, Ohio wis G. Gilbert, 75 Barberry Lane, Bosiyn Heights, N. Y.|Miami Beach, Fla., Mar. 6-15 
Pediatric Society Samuel Z. Levine, New York McGuinness, 2800 Quebec St., N.V a4 ashington 8, D.C.|Swampscott, Mass., May 5-6 
Physicians Art n.. .|R. H. Gwartney, San Bernardino, Calif. ure F. Falkson, 7 E. 78th St., New MS 
Physiological Robert F. Pitts, New York 21 Ray G. Dages, 9650 Wisconsin ‘Ave., w 4, D.C Chicago, Apr. 11-15 
Proctologic uy Karl Zummerman, Pittsburgh, Pa. orem D. Nigro, 10 Peterbovo St., Detroit 
Psychiatric Assn William Malamud, New York 19 H. Hardin Branch, 156 Westminster Ave., ity| Atlantic City, N 9-13 
Psychosomatic Society Eric D. Wittkower, Montreal. 4 Miss Joan K. Erpf, 265 Nassau Rd., Roosevelt, N Montreal, Mar a2 7 


THIS LIST WILL BE CONTINUED IN NEXT WEEK’S JOURNAL 


MOTHERED 
WITH AIR 


IN CHRONIC BRONCHITIS 
AND ASTHMA, Choledy! helps 
improve pulmonary function in 
the patient with emphysematous 
changes by letting air out as well 
as in. As aeration of the lungs is 
enhanced, breathing is eased, 
coughing and wheezing are re- 
duced, and acute episodes of bron- 
chospasm are often eliminated. 
Choledyl, the choline salt of theo- 
phylline, produces therapeutic 
blood levels orally with virtually 
none of the gastric distress that 
accompanies aminophylline. 
Average adult dose: one 200 mg. 
tablet q.i.d. Maximum results usu- 
ally achieved within two wecks. 
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STELAZINE® 


brand of trifluoperazine 


TABLETS, | mn. 


for b.i.d. administration 


FOR ANXIETY— 


PARTICULARLY WHEN EXPRESSED AS APATHY, 


LISTLESSNESS AND EMOTIONAL FATIGUE 


5 significant advantages 


* 


often effective where other agents fail 


* 


enthusiastic patient acceptance 


fast therapeutic response with very low oral doses 


* 


convenient b.i.d. administration 


* 


side effects usually slight and transitory 


#*Trademark 


Clinically evaluated, before introduction, in over 12,000 patients 
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UNUSUALLY EFFECTIVE IN RELIEVING ANXIETY— 
PARTICULARLY WHEN EXPRESSED AS APATHY, 
LISTLESSNESS AND EMOTIONAL FATIGUE 


‘Stelazine’ is a new long-acting psychotherapeutic agent that can help you to bring 
prompt relief to many of your patients whose anxiety is expressed as apathy, listlessness 
and emotional fatigue. 


Clinical studies in over 12,000 patients have shown that ‘Stelazine’ is outstanding 
among agents in its class because it not only relieves agitation and tension but also 
restores normal drive in many patients who are apathetic due to anxiety. 


RECOVERY OF NORMAL DRIVE IN APATHETIC PATIENTS 


Clinicians report that with ‘Stelazine’ most apathetic, listless and emotionally fatigued 
patients soon regain an alert, more confident outlook. This frequently results in 
increased mental and physical activity. For example: 


Patients’ “‘spirits brightened and initiative and interest picked up considerably 
in contrast to their pretreatment inertia.’”! 


‘Stelazine’ “seemed to have a capacity to restore normal drive in conditions char- 
acterized by decreased motor activity and mental apathy.””? 


With ‘Stelazine’, ‘there was a notable restoration of energy and drive, without 
euphoria.’’ 


PATIENTS FEEL BETTER...SLEEP BETTER 


Where anorexia and insomnia are problems, ‘Stelazine’ usually produces a marked 
improvement in appetite and sleep patterns. 


*Trademark 
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For b.i.d. administration 


5 SIGNIFICANT ADVANTAGES FOR YOU 
AND YOUR PATIENTS 


| Often effective where other agents fail 


Clinical experience in over 12,000 patients has shown that many patients who had 
failed to respond or responded poorly to meprobamate, prochlorperazine, phenobar- 
bital, mepazine, chlorpromazine, or promazine were promptly relieved by ‘Stelazine’. 


2 Enthusiastic patient acceptance 


Clinicians note that ‘Stelazine’ therapy is unusually well accepted by patients. Subjective 
relief is frequently superior to that experienced with other therapies, and in many 
patients normal mental acuity and alertness are restored. Annoying side effects, such 
as drowsiness, are rarely encountered in recommended doses. 


3 Fast therapeutic response with very low oral doses 


Most patients on ‘Stelazine’ enjoy good to excellent relief of anxiety symptoms within 
a short time—often within 24 to 48 hours—on daily doses of one 1 mg. tablet b.i.d. 


4 Convenient b.i.d. administration, due to inherent |2-hour action 


Laboratory tests and extensive clinical investigations have demonstrated that ‘Stelazine’ 
exerts a significant therapeutic effect for 12 hours or more. Thus, you can control 
symptoms with b.i.d. dosage—which minimizes deviation from your prescribed regimen 
and provides patients with the convenience of morning-and-evening tablet therapy. 


5 Side effects slight and transitory; rarely interfere with therapy 


In the recommended dosage range of 2 mg. to 4 mg. daily, side effects with ‘Stelazine’ 
are usually slight and transitory and rarely affect the course of therapy. Occasional 
instances of drowsiness, dizziness, or stimulation may be observed; rarely, symptoms 
of an extrapyramidal nature may occur. 


Although the increased mental and physical activity frequently seen with ‘Stelazine’ 
therapy is beneficial in most patients, it may be an unwanted side effect in cases where 
increased activity is not desired. 


PRESCRIBING INFORMATION on next page... 
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TABLETS, | mg. 


For b.i.d. administration 


NEW: STELAZINE* 


INDICATIONS 


4 To relieve anxiety and restore normal drive in 
‘ patients who are apathetic, listless and emotion- 
: ally fatigued. 


PRESENTING SYMPTOMS 


Listed below are some of the manifestations of 
anxiety which responded unusually well to ‘Stela- 
zine’ in clinical studies in over 12,000 patients: 


Loss of normal drive 
Inability to concentrate or work effectively 
Indecisiveness 
Irritability 
a Crying spells 
Insomnia 
Anorexia 
Vague fears 
Undue preoccupation with somatic complaints 


Wide swings of mood 


3 Generalized discomfort 
Headaches 

Dizziness 

Palpitations 
Hyperventilation 
Epigastric distress 


The “ ‘Stelazine’ candidate’”’ has also been 
described in such non-clinical terms as: 


suffering from ‘‘nervous exhaustion”’ 
“a chronic complainer” 


having “given up” under the pressures of 
emotional stress 
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PRESCRIBING INFORMATION 


ADULT DOSAGE 
Dosage of ‘Stelazine’ should be adjusted to the individual case. 


Usual starting dosage is a 1 mg. tablet b.i.d. 


Usual optimum dosage of ‘Stelazine’ is 2 mg. to 4 mg. per day, in 
divided doses. In everyday practice it is seldom necessary to exceed 
4 mg. daily. Because of the inherent long action of ‘Stelazine’, patients 
may be effectively controlled on convenient b.i.d. administration, and 
some have been maintained on once-a-day administration. 


SIDE EFFECTS 


In everyday practice, side effects from ‘Stelazine’ have been infrequent, 
mild and transitory when dosages were within the recommended range 
(2 mg. to 4 mg. daily). Mild drowsiness was observed in a small per- 
centage of patients; this usually disappeared after a day or two of 
‘Stelazine’ therapy. There were also occasional cases “of dizziness, 
mild skin reaction, dry mouth, insomnia and fatigue; rarely, extra- 
pyramidal symptoms. 

A few patients on ‘Stelazine’ may experience a transient unpleasant 
stimulation or jitteriness, characterized by restlessness and anxiety. 
Since these symptoms are a side effect, the dosage of ‘Stelazine’ should 
not be increased while these symptoms are present. The patients 
should be reassured that this effect is temporary and will disappear 
spontaneously. In those cases where the symptoms are particularly 
bothersome, reduction of dosage or the concomitant administration of 
a mild sedative may be helpful. 


In hospitalized psychotic patients receiving higher doses (10 mg. to 
40 mg. daily), extrapyramidal symptoms are seen in a significant number 
of patients. These symptoms may resemble Parkinsonism or be of the 
dystonic type. The muscles of the face and shoulder girdle may be 
selectively involved. Symptoms observed have included: spasm of the 
neck muscles, extensor rigidity of back muscles, carpopedal spasm, 
oculogyric crisis, trismus and swallowing difficulty. Occasionally, there 
may be elements of excitement and increased suggestibility. Despite 
some similarity to symptoms of serious neurologic disorders, these 
extrapyramidal symptoms are reversible. They subside gradually— 
usually within 24 to 48 hours—when dosage is lowered or the drug 
temporarily discontinued. If desired, they can be more promptly con- 
trolled by the concomitant administration of anti-Parkinsonism agents. 
Severe dystonia (dyskinesia, torsion spasm) has responded rapidly to 
intravenous injection of caffeine sodium benzoate, 74% grains. 


CAUTIONS AND CONTRAINDICATIONS 


In investigative studies, neither jaundice nor agranulocytosis was re- 
ported. However, clinicians should remain alert to the possible occur- 
rence of toxic manifestations which have been reported occasionally 
with some phenothiazine compounds. 


One of the results of ‘Stelazine’ therapy may be an increase in mental 
and physical activity. In some patients, this effect may not be desired. 
For example, although ‘Stelazine’ has relieved anxiety and, concomi- 
tantly, anginal pain in patients with angina pectoris, a few such patients 
have complained of increased pain while taking ‘Stelazine’. Therefore, 
if ‘Stelazine’ is used in patients who should limit their activity (such as 


cases of angina pectoris), they should be observed carefully and, if an 
unfavorable response is noted, the drug should be withdrawn. 


Because ‘Stelazine’ has an antiemetic effect, it may mask signs of over- 
dosage of toxic drugs or may obscure the diagnosis of conditions such 
as intestinal obstruction and brain tumor. 


‘Stelazine’ is contraindicated in comatose or greatly depressed states 
due to central nervous system depressants. 


CHEMISTRY 


‘Stelazine’ is 
phenothiazine dihydrochloride. 


N 


N—-CH; + 2HCI 


AVAILABLE & 


1 mg. tablets, in bottles of 50 and 500. 


Higher doses of ‘Stelazine’ are being used with good results in the 
treatment of psychotic patients who are either hospitalized or under 
close supervision. Available for use in these patients: 2 mg., 5 mg. and 
10 mg. tablets; and 10 cc. multiple dose vials (2 mg./cc.). Literature 
on this usage is available from the Medical Department, Smith Kline 
& French Laboratories, Philadelphia 1, Pa. 


REFERENCES 

. Gearren, J.B.: Trifluoperazine in Emotionally Disturbed Office Pa- 
tients, Dis. Nerv. System 20:66 (Feb.) 1959. 

. Margolis, E.J.; Pauley, W.G.; Cauffman, W.J., and Gregg, P.C.: 
Treatment of Tension States in Young Adults: Scientific Exhibit 
at the 12th Clinical Meeting of the American Medical Association, 
Minneapolis, Minn., Dec. 2-5, 1958. 

. Phillips, F.J., and Shoemaker, D.M.: Treatment of Psychosomatic 
Disorders in General Practice, ibid. 

4. Ayd, F.J., Jr.: ‘Stelazine’ Therapy for the Psychosomatic Patient, 
Clin. Med. 6:387 (Mar.) 1959. 

. Tedeschi, D.H., et al.: Pharmacology of Trifluoperazine, in Trifluo- 
perazine: Clinical and Pharmacological Aspects, Philadelphia, Lea 
& Febiger, 1958, pp. 23-33. 

6. Markey, H.: Patients with Chronic Schizophrenic Reactions Treated 

with Trifluoperazine, ibid., pp. 150-155. 

Kovitz, B.: Management of Psychotic Tension Symptoms with 

Trifluoperazine: A Preliminary Report, ibid., pp. 144-149. 

. Brooks, G.W.: Definitive Ataractic Therapy in the Rehabilitation 
of Chronic Schizophrenic Pretiminary Report on the 
Use of Trifluoperazine, 0, 4 


N 


om 


leaders in psychopharmacology 


if 
wll 
: 
A 
oy 
‘i 


Record of patient with congestive failure, treated at a leading 
Philadelphia hospital. Photos used with permission of the patient. 


marked pitting edema (4 +) 
cleared in 4 days 
with Esidrix 


Milligram-for-milligram, Esidrix provides the highest 
fluid yields, lowest blood-pressure levels yet achieved 
with oral diuretic-antihypertensive therapy. 


Indicated in: 

congestive heart failure 
hypertension 

hypertensive vascular disease 
premenstrual edema 


toxemia of pregnancy 


remember 
Bs 


CIBA) 


the anxious hypertensive 
with or without tachycardia 


edema of pregnancy 
steroid-induced edema 
nephrosis 

nephritis 

te I B A SUMMIT, N. J. 


DOSAGE: Esidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single 
dose may be given in the morning or 
tablets may be administered 2 or 3 times 
a day. 

suPPLIED: Tablets, 25 mg. (pink, scored); 
bottles of 100 and 1000. Tablets, 50 mg. 
(yellow, scored); bottles of 100 and 1000. 
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L.S., 81-year-old patient with complaint 
of painless hematuria admitted to hos- 
pital on 3/3/59. Past history included 
congestive heart failure of 15 years’ du- 
ration. Clinically significant symptoms: 
expiratory wheezes over entire chest; 
bilateral coarse rales of both bases; 
slight abdominal distention (without evi- 
dence of ascites); palpable liver 2-3 
fingerbreadths below rib cage; bilat- 
eral pitting edema (4+-) of pretibial 
and ankle areas. Admission diagnosi 

hematuria of unknown origin; arterio- 
sclerotic cardiovascular disease; poorly 
compensated heart failure; and chronic 
pulmonary fibrosis with pulmonary 
insufficiency. 


Patient was put on regimen of bed rest, 
moderate salt restriction, digitalis and 
pulmonary decongestants. When ankle 
edema, hepatic congestion and rales 
failed to clear by 3/6, Esidrix 50 mg. 
b.i.d. was ordered. By 3/8 L.S. had 
lost 3 pounds. Rales decreased; there 
was 1+ pitting edema of ankle area 
only. He felt more comfortable, was 
able to enjoy reading newspapers and 
magazines in bed. 


Ambulatory on the 4th day of Esidrix 
therapy, L.S. visited his neighbors 
down the hall, played checkers with 
another patient. There was no evidence 
of ankle edema. By 3/11, patient's 
weight had dropped 2 more pounds 
and rales were gone. Patient tolerated 
cystoscopy and fulguration of a small 
bleeding polyp in his bladder on 3/12 
very well. On 3/14 he was discharged. 


Patient L.S. 
Date 3/4 3/5 3/7 3/8 3/9 3/10 3/11 3/12 3/13 
2140 1230 660 1220 1350 sila 


Output (mi) 840 


Weight (Ibs.) 139 


134 -- 


Esidrix Dosage 
(mg./ day) 


ESiOr 


100 50 100 


(hydrochlorothiazide CIBA) 


= relieves edema in certain patients refractory to other diuretics’ 


= at least 10 times more active than chlorothiazide, provides the same 
therapeutic benefits with but 1/10 the dosage—or even less 


» is exceptionally well-tolerated ... minimizes the likelihood of 


electrolyte imbalance 


1. Brest, A. N., and Likoff, W.: Am. J. Cardiol. 3:144 (Feb.) 1959, 
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CHYMAR’ OINTMENT FROM OTHER PAGES 


PROTEOLYTIC - ANTIBIOTIC 
CORTICOID ACTIVITY | a 


| 


cleans the wound Committees 

7 @ removes necrotic tissue, crusted Socrates: Where have you been all day, Eryximachus? 
‘ cell debris, pyogenic membrane, || For a long time we have been discussing what is good and 
sj exudates | || what is evil in medicine, and we have been waiting for you 


to come and enlighten us. 


e exposes wound surface to full 
effects of the anti-infective and 
anti-—inflammatory agents 


Eryxmacuus: I have been at a committee, Socrates, pur- 
suing the same object as you, for I have been trying to per- 
suade others to do what is good and avoid what is evil in 


medicine. 

Socrates: Tell me, Eryximachus, what a committee is; for 
I am always glad to learn about any method of achieving 
such a desirable object. 


clears infection 
e destroys both gram-negative and 
gram—positive bacteria 


e prevents further bacterial invasion | Eryximacuus: A committee, Socrates, is a democratic 

institution which enables decisions to be made by the collec- 

controls inflammation tive wisdom of a group o/ people instead of by one man, 
e reduces topical erythema, edema || which would be tyranny. 

and pruritus Socrates: I suppose, if one man makes a decision, many 


people will disagree with it; but, if the decision is made by 
a committee, all, accepting democratic institutions, will agree 
with it? 

APOLLOvoRUs: By no means, Socrates. More people will 
disagree with the decisions of a committee than with those 


e keeps patient more comfortable 
while lesions heal 


Beneficial in treatment of contact 

dermatitis, intectious dermatitis, of a tyrant. Because few people wish to become tyrants, they 
seborrheic dermatitis, stasis dermatitis, do not take much interest in the decisions of tyrants, unless 
(ind they themselves suffer hardship as a result; but every man is 
and 3rd degree), cuts and abrasions, f 

Otitie externa, boils, peoriasis, sure that he could decide a matter better than the members 
impetigo, pruritus ani, : of a committee, even though he may know nothing about the 
abscesses, pustular lesions, reasons why they took their decision. So it is a democratic 


mycosis fungoides 
(secondarily infected), 


principle that all committees should arouse much disagree- 


ulcers (topical,e.g. * ment. 
ecupitus, cautery, Proteolytic Activity* ">. ; Socrates: Tell me, Eryximachus, how a committee is ap- 
Sy osteomyelitis, varicose). 10,000 Armour Units pointed. 


Neomycin Palmitate (as base) 3.5 mg. 
Hydrocortamate Hydrochloride 1.25 mg. Eryximacuus: Usually, Socrates, it is chosen by a larger 


) In @ water-miscible ointment base. group of people. 
Available in 1/6 oz. (5 Gm. \ 
Socrates: And I suppose that if those who choose a com- 


4 (15 Gm.) tubes. 
“Provided by a seni enie ae | mittee are wise men they are likely to choose wise men to 
vnee (e.g, chymotrypsin ane typein), represent them, but if they are foolish they will not be wise 


enough to make such a choice, but will choose foolish men 


like themselves? 
Eryximacuus: Yes, Socrates, that is the representative 


principle. 
Socrates: And when a decision has to be made about a 


course of action is there one wise course of action or many? 


Apo.Loporus: Usually one. 
Socrates: And are many foolish actions possible? 


That is so. 

Socrates: And when a committee reaches a wise decision 
it will be approved by the wise men and disapproved by 
the foolish? 
ApoLLoporus: Yes, indeed. 

KANKAKEE, ILLINOIS Socrates: And if it reaches a foolish decision will that 


ARMOUR PHARMACEUTICAL COMPANY . 
A Leader in Biochemical Research | be approved by the foolish and disapproved by the wise? 
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Apo..oporus: It will be disapproved by the wise, Soc- 
rates, but only some of the foolish will approve of it; for, 
as you have said, there are many alternative kinds of folly 
and some of the foolish will prefer their own kind to that 
chosen by the committee. 

Socrates: Which is commoner, Apollodorus, wisdom or 
folly? 

Folly. 

Socrates: It would seem then that democracy must make 
it difficult to choose a wise committee, and if a committee 
reaches a wise decision it is likely to meet with more dis- 
approval than approval. 

ApoL_oporus: So it would seem in principle, and experi- 
ence bears that out. 

Socrates: And if, as you say, wise men are rare and fool- 
ish men common, the larger a committee the more likely it 
will be to include foolish men. So a small committee will 
be more likely to reach a wise decision than a large one. 

That is so. 

Socrates: Besides being wise and foolish, are some men 
also more active than others? 

APOLLoporus: Yes. 

Socrates: So that there are more active and less active 
wise men, and more active and less active foolish men? 

APOLLOpoRUus: Yes. 

Socrates: And if a man is foolish is it better that he 
should be active or inactive? 

ApPoLLoporus: An inactive fool will do less harm, Soc- 
rates, than an active one. 

Socrates: And if a man is wise is it better that he should 
be active or inactive? 

ApoLLoporus: That depends upon circumstances, for a 
wise man will consider whether activity or inactivity is the 
better course in any situation. 

Socrates: You said, that the smaller the committee the 
less likely it will be to include foolish men. Does it not fol- 
low that a committee of one man is likely to be the wisest? 

ApoL.Loporus: Yes, Socrates, if a wise man could be relied 
upon always to be wise, that would be the best arrange- 
ment; but no man is always wise. 

Socrates: Then would not the best committee be a small 
one in which the decisions are taken by the wisest man and 
the rest are wise enough to remain inactive? 

ApoLLoporus: That, Socrates, would combine the best 
features of democracy and tyranny. 

—Committees (slightiy edited), Dialogues of Today, The 

Lancet, Feb. 21, 1959. 


Need of More Women Physicists 


The United States should train more women physicists, ac- 
cording to Dr. Janet Ramage .. . who is the first woman phys- 
ics instructor at the University of California at Los Angeles. A 
native of the Isle of Wight, Dr. Ramage studied at the Uni- 
versity of London and joined the UCLA faculty this year. . . . 
She points out that in European countries, and even some 
Asiatic countries, girls are proportionately more numerous 
in science classes than in the United States. . . . “American girls 
get too little science in high school, and by the time they enter 
college they are frightened of the subject,” says Dr. Ram- 
age. ... She adds that not only must girls get over their fright 
of science, “but also of boys’ fright of girls who study science.” 
—America Said in Need of More Women Physicists, Science 
News Letter, May 10, 1958. 
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INFLAMMATION 


REGARDLESS OF CAUSE, 
TYPE OR SITE 


‘ 


therapeutic 

Chymar Aqueous or in Oil 
alleviates inflammation 
regardless of cause, 
regardless of type, 
regardless of site. 
Absorption of edema and 
blood extravasates is 
accelerated with relief 
of pain and restoration 
of impaired local blood 
and lymph circulation. 


prophylactic 

Chymar Aqueous or in Oil, 
when given early enough, 
averts inflammatory 
tissue reaction and 
edema, hastens absorption 
of hematoma; relieves 
muscle spasm in traumatic 
injuries. 


adjunctive 

Chymar Aqueous or in 0il 
supplements antibiotic 
action in treatment of 
local infections. "The 
simultaneous administration 
of an antiphlogistic 

agent, such as chymotrypsin, 
with a bacteriostatic drug 
makes the patient comfortable 
almost at once."* 


C HYMAR AQUEOUS OR IN O/L 
Chymotrypsin 


ARMOUR 


*Cornblest, T.; Chesrow, K., and Latoni, J.: 
Antibiotic Med. & Clin. Therap, #:21, 1950, 
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tablets - alka capsules 


BUTAZOLIDIN tablets or the Alka cap- 
sules are equally effective but indi- 
vidually adaptable in a wide range of 
arthritic disorders. 

Recent clinical reports continue to 
justify the selection of Butazolidin 
for rapid relief of pain, increased 
mobility, and early resolution of 
inflammation. 

Gouty Arthritis: “...95 per cent of pa- 
tients experienced a satisfactory re- 
sponse...” 

Rheumatoid Arthritis: In “A total of 
215 cases...over half, 50.7 per cent 
showed at least major improvement, 


potent - nonhormonal - anti-inflammatory agent 


with 21.8 per cent showing minor im- 
provement....”? Osteoarthritis: 301 
cases showed “...a total of 44.5 per 
cent with complete remission or ma- 
jor improvement. Of the remainder, 
28.2 per cent showed minor improve- 
ment....”2. Spondylitis: All patients 
“,..experienced initial major improve- 
ment that was maintained throughout 
the period of medication.”* Painful 
Shoulder Syndrome: Response of 70 
patients with various forms showed 
“...8.6 per cent complete remissions, 
47.1 per cent major improvement, 20.0 
per cent minor improvement....”? 


In 


(phenylbutazone Geicy) 


References: 1. Graham, W.: Canad. 
M. A. J. 79:634 (Oct. 15) 1958. 
2. Robins, H. M.; Lockie, L. M.; Nor- 
cross, B.; Latona, S., and Riordan, 
D. J.: Am. Pract. Digest Treat. 
8:1758, 1957.3. Kuzell, W. C.; Schaf- 
farzick, R. W.; Naugler, W. E., and 
Champlin, B. M.: New England J, 
Med. 256:388, 1957. 

Availability BUTAZOLIDIN® (phenyl- 
butazone ceicy): Red coated tablets 
of 100 mg. BUTAZOLIDIN® Alka: 
Capsules containing BUTAZOLIDIN® 
(phenylbutazone ceicy), 100 mg.; 
dried aluminum hydroxide gel, 
100 mg.; magnesium trisilicate 
150 mg.; homatropine methylbro- 
mide, 1.25 mg. 
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skin conditions 
respond 


AFTER: Four weeks of treatment with Vioform-Hydrocortisone 
resulted in almost complete healing. 


BEFORE: Female, age 30, first seen 
with tinea palmaris of 7 weeks’ duration. 


BEFORE: Male, age 52, with superficial varicose ulcer AFTER: Healed within 6 weeks after 
of left leg measuring about 4 cm. in diameter.* application of Vioform-Hydrocortisone.* 


* Photographs and clinical data by courtesy of Saul S. Samuels, M.D., Atteriding Vascular Surgeon, Brooklyn Hebv>w Hospital for the Aged, Brooklyn, N.Y 


to treatment 
with 


Vioform-Hydrocortisone 


SUPPLIED: Each form of issue contains 3% Vioform and 1% hydrocortisone. CREAM (water-washable base) 
and OINTMENT (petrolatum base); tubes of 5 and 20 Gm. LOTION (water-washable base); plastic squeeze 
bottles of 15 ml. Samples available on request. 
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VIOFORM® (iodochlorhydroxyquin CIBA) 2/26s8mx SUMMIT, WM. 
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mind and muscle 


in skeletal-muscle disabilities... 


for whole-patient response in spasm, 


Meprobamate is supported by hundreds of clinical 


studies that demonstrate relaxing action on both 


brain and skeletal musculature. This is why EQUANIL 


stands as an obvious choice of many physicians 


concerned with whole-patient response. EQUANIL re- 


duces muscular spasm and tension, aids in the 


restoration of mobility, speeds rehabilitation, lessens 


the emotional overlay.'“ Its wide margin of safety 


is well documented in medical practice. 


1. Mitchell, E.H.: M. Ann. District of Columbia 27:190 
(April) 1958. 2. Cooper, C.D., and Epstein, J.H.: Am. J. 
// M. Se. 285:448 (April) 1958. 3. Vazuka, F.A.:Neurology 

7 8:446 (June) 1958. 4. Cobey, M.C.: Am. Surgeon 24:350 
(April) 1958. 5, 6. Wein, A.B.: M. Ann. District of Colum- 
bia 27:346 (July) 1958; Clin. Med. 6:44 (Jan.) 1959. 


Philadelphia 1, Pa. 


Meprobamate, Wyeth 
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Partial indications—spasm 
or tension secondary to: 


sprains, strains, contractures 


fibrositis, myositis 

low-back syndrome 

whiplash injury 

frozen shoulder 

cervical-rib syndrome 

herniated intervertebral disk 

wryneck 

rheumatoid arthritis 

rheumatoid or traumatic 
spondylitis 

certain neuromuscular 


disorders 


... specific muscular action 
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fectiveness. 


to assure a decisive 
response 1n common 
bacterial infections 


Potency: As shown at right, Ilosone provides anti- 
bacterial serum levels which are at least as effective 
as those obtained with intramuscular administration. 
Certainty: In more than a thousand determinations 
—in hundreds of patients studied—Ilosone has never 
failed to provide significant antibacterial levels in the 
serum. 

The usual dosage is 250 mg. every six hours, but doses 
of 500 mg. or more may be administered in more 
severe infections. For optimum effect, administer on 
an empty stomach. 


llosone™ (propionyl erythromycin ester, Lilly) 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 


Pulvules® tiosone, 260 mg.? 


100 mg.* 
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AS A VACCINE IN 


FFORTS to develop attenuated living 

E strains of poliovirus for use as immuniz- 

ing agents against the disease poliomy- 

elitis have been concentrated within the 
last two decades. The names most prominently as- 
sociated with these efforts are those of Cox,’ 
Koprowski ‘and co-workers,’ and Sabin.* There is 
strong immunological justification for such attempts. 
The best and most durable immunity obtainable 
against a type-specific virus disease is the immunity 
conferred by an attack of the disease itself, whether 
such an attack is a full-blown clinical syndrome or 
a mild, unrecognized, undiagnosed, subclinical in- 
fection. It is also a fact that the best immunizing 
agents now available against virus diseases are the 
living but modified viruses of smallpox and yellow 
fever. Veterinary medicine can add numerous simi- 
lar examples. The aim then is to duplicate natural 
infection and its resulting immunity but to do so 
with living agents so modified or attenuated that 
they do not in themselves produce overt clinical 
disease. 

There are inherent difficulties in controlling the 
formalinization processes involved in the commer- 
cial production of inactivated virus vaccine.* There 
has also been the recent admission that the vaccines 
so produced and currently in use have been of low 


Marion K. Cooney, M.S., Minneapolis 


USE OF ORALLY ADMINISTERED LIVE ATTENUATED POLIOVIRUSES 
A COMMUNITY 


A CONTROLLED STUDY 


Robert N. Barr, M.D., Henry Bauer, Ph.D., Herman Kleinman, M.D., Eugene A. Johnson, Ph.D., 
Mauricio Martins da Silva, M.D., Anne C. Kimball, Ph.D. 


SETTING 


Attenuated strains of the three types of 
poliovirus were used in a study of 550 vol- 
unteer subjects. Subjects in group A re- 
ceived a placebo during the first 76 days 
of the study while those in group B received 
the polioviruses by mouth; during the re- 
maining days (78th to 139th) group A re- 
ceived the viruses and group B the placebo. 
No particular type of symptom or reaction 
marked the entrance of the virus into the 
body. The children, and to a lesser extent 
the adults, receiving the virus manifested a 
generally increased titer of neutralizing anti- 
body. The results for children and adults 
receiving the placebo were quite different. 
The positive responses occurred despite the 
fact that a substantial number of the par- 
ticipants had previously received Salk vac- 
cine. Although the effectiveness of vaccina- 
tion needs to be demonstrated finally in 
encounters with the disease itself, this study 
yielded strong evidence of the effectiveness 
as well as the safety of the living attenuated 
poliovirus used. 
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potency.” These two facts, together with the encour- 
aging results so far reported for the vaccines com- 
posed of living attenuated poliovirus, are additional 
compelling reasons for the continuance of research 
in the field of vaccination against poliomyelitis with 
such living virus agents. 

Until two years ago human trials with attenuated 
poliovirus vaccines were limited to very small 
groups and these often living in an institutional 
environment. But, since then and especially in 1958, 
the scope of human trials has boldly increased until 
now thousands of individuals have been fed. Mass 
trials are complete, are in progress, or are being 
planned for the immediate future in Latin America,” 
Africa,’ and Asia and Europe.* For example, as of 
March 10, 1959, more than 550,000 persons had been 
fed at least one type of the strains used in this study. 
Of these, 250,000 had received all three types.’ This 
study adds a mere 550 to the grand total; it has, 
however, the virtue of having been completely 
controlled. 


TABLE 1,.—Participants at Beginning of Study, 
by Age and Vaccinal Status (Salk)* 


No 1 2 3 
Vaccine Dose Doses Doses Totals 
Children 
Under 1 


~ 


m 


+ cone 


ao 


Mothers 
Av. Age 26 


Totals 


* 149 families. 


Materials and Methods 


The attenuated strains used in this study were 
developed under the direction of Dr. Herald R. Cox, 
director of viral and rickettsial research, Lederle 
Laboratories Division of the American Cyanamid 
Company. The type | strain started as a mixture of 
the Sickle and Mahoney strains of type 1 poliovirus. 
The type 2 strain was adapted from an original 
MEF-1 type 2. The type 3 strain was developed 
from virus isolated from a case of nonparalytic 
poliomyelitis in a one-year-old child and was origi- 
nally supplied by Dr. John Fox of Tulane Univer- 
sity. The growth and pathogenicity characteristics 
of these modified strains will be adequately de- 
scribed elsewhere.’° 

The strains used in this study are essentially the 
same as those used by Martins da Silva and his col- 
leagues '' in a study carried out about one year 
previously which included only newborn infants 
and infants under 6 months of age. The results of 
this first Minnesota study indicated that the type 2 
strain was the least effective antigen. Because of 
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this it was decided, for the present study, to double 
the dose and to feed this strain first. After the type 
2 feeding, types 1 and 3 were fed in sequence at 
three-week intervals. The dosage administered was 
computed to be 63,000 to 79,000 tissue culture doses 
for type 1, 100,000 for type 2, and 200,000 for type 
3. The vaccine was dispensed in hard gelatin cap- 
sules with the virus adsorbed on granular gelatin. 

Population Characteristics and Location.—The 
population chosen for this study consisted of mar- 
ried University of Minnesota students and their 
children. These families occupied a village site, 
maintained by the university, in the so-called south- 
east section of Minneapolis about five minutes’ 
drive from the main campus in that city. The quar- 
ters occupied by these families were duplex back- 
to-back structures of either the Quonset hut, metal 
barracks, or prefabricated wood types. The village 
was surrounded by industry and/or vacant space 
on the north, east, and south. Only to the west was 
there any residential area. The water supply and 
sewage facilities were those of the city itself. 

The dwelling area comprised six city blocks 
which were with one exception all adjacent, with 
each block filled with closely packed double-dwell- 
ing units. One tier of blocks was vacant except for 
the presence of the Village Students Union. This 
building was the center of a busy communal life. It 
was a central meeting place with facilities for the 
purchase of light meals and refreshments and such 
items as reading materials and toys. In it were held 
such activities as governing council meetings, com- 
munity suppers, a nursery school, dancing classes, 
and, periodically, a well-baby clinic. There were 
also some recreational facilities and a room reserved 
for quiet study. 

In the village proper there was a great deal of 
visiting back and forth, with daily coffee parties 
and the frequent interchange of baby sitters. House- 
keeping per se varied from excellent to very poor 
depending on the temperament of the individual 
housewife. The entire environment was that of a 
closely knit, compact settlement that lived in 
cramped physical quarters on a hairline budget. 
The intellectual caliber of the villagers, however, 
was above what one would normally expect from 
the occupants of an environment such as has been 
described. The entire study was administered from 
an office located at the eastern edge of the village. 

Participation in the study project was on an en- 
tirely voluntary basis. Nor was it required that an 
entire family unit participate as such. Some families 
were represented by only a single participant; the 
largest participating group comprised a family of 
six individuals. Previous experience with Salk vac- 
cine to any degree was not a bar to participation. 
The final participating group represented about half 
of the total village population. 

The characteristics of the participating popula- 
tion (at the beginning of the study) with respect to 
age and vaccinal status with Salk vaccine are shown 
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in table 1. On the basis of age the population di- 
vided itself into two groups: a younger group of 
children mostly under the age of 6 and an adult 
group composed of the mothers and fathers. The 
mean age for the children was 2.4 years, for the 
fathers 27 years, and for the mothers 26 years. 
Almost half the population had had the recom- 
mended three doses of Salk vaccine. The largest 
contributors to this group were the children over 
one year of age and the mothers. About one-fifth of 
the participants had had no Salk vaccine at all. The 
largest contributors to this group were the children 
under one year of age and the fathers. There were 
relatively few persons (37) who had had only one 
dose of Salk vaccine, and those with two doses were 
about evenly divided among children, fathers, and 
mothers. In the main, then, it was the women and 
children who had received the complete Salk dos- 
age and the men and infants who had had none. All 
participants had to agree not to take any Salk vac- 
cine for the duration of the study and, so far as is 
known, this agreement was not broken. 

The location of and the population involved in 
the study were, of course, not completely typical of 
either a rural or an urban community. Nevertheless, 
there were distinct operational advantages in work- 
ing with such a group in such a location. This com- 
munity yielded a group of participants concentrated 
in space to an area of six city blocks. The entire 
area was only a short distance from the laboratories 
of the Minnesota Health Department on the Univer- 
sity of Minnesota campus. The advantages in time 
and travel when it came to actually administering 
and supervising the details of the study are imme- 
diately obvious. Further, it was felt that this group, 
more than any other because of training and out- 
look, could most readily appreciate the implications, 
both theoretical and actual, that were involved in 
such a study. How well they responded to all the 
implications, including even the odious task of col- 
lecting frequent stool specimens, will become ap- 
parent later. 

Goals of Design—The design of the study was 
directed toward achieving three experimental con- 
ditions: first, the creation of a control group and 
control period; second, complete and continuous 
supervision of all participants; and third, freedom 
from bias in interpreting clinical information and 
laboratory results. 

Control Group and Control Period: To establish 
a control group and a control period, at the very 
outset the participating population was divided into 
two groups on a purely random basis. These groups 
were designated A and B. The A group was the 
control or placebo group which received placebo 
capsules, while the B group received capsules con- 
taining the attenuated virus types. The component 
unit in each group was the family, not the indi- 
vidual. That is, no family contained both placebo- 
control and virus-fed individuals at the same time; 
it was entirely placebo or entirely virus-fed. In 
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order that all participants might eventually receive 
the vaccine, the procedure was reversed for the two 
groups after the first round of feeding. The sequence 
of this procedure appears in table 2. 

It would be well to accurately delineate here the 
control period and definitely identify the control 
population. The control period extended from day 
1 through day 76, during which time the A group 
received placebo material while the B group was 
virus-fed. This point is delineated on table 2 by a 
broken line. It is apparent too that the control 
population would number approximately half of 
the total population and that the placebo group's 
antibody picture would be represented by the re- 
sults of the antibody titrations on their first two 
blood specimens. Since, after the control period, the 
placebo group was in turn virus-fed, the ultimate 
measure of the vaccine’s effect with respect to serum 
antibody response would include the entire partici- 
pating population and would be represented by the 


TasLe 2.—Chronology of Orally Administered 
Poliomyelitis Vaccine Study 


Group A Group B 
Stool Stool 
Bleed- Speci Bleed- Speci- 
Day* ings mens Feedings ings mens Feedings 
Placebo Type 2 
Placebo Type l 
dé Placebo Type 3 
4th 
Type 2 Placebo 
oth 5th 
Typel Placebo 
6th 6th 
Type 3 Placebo 


ard 


* Day 1 is Jan. 27, 1958. Days for stool specimen receipt and feeding 
overlap, but no family was given capsules until its stool specimens 
were received. 


results of antibody titrations on the first and third 
blood specimens of everyone in both groups A and 
B. 

Supervision: Supervision was effected through a 
detailed system of record-keeping, through the 
activities of two public health nurses who were 
concerned mostly with day-to-day mechanics, and 
through the maintenance of liaison with the indi- 
vidual families both through the public health 
nurses and at times with the families’ own physi- 
cians. Recording of pertinent data was, in general, 
the responsibility of a specially employed secretary, 
although the nurses themselves recorded family 
and individual histories as well as daily progress 
notes when such were indicated. 

Each family had its own data sheet, and each 
individual participant within a family had his own 
record sheet. The family sheet contained identifying 
data for each participating member as well as a list- 
ing of the usual daily contacts for each member in 
the order of frequency with which these contacts 
were made. In addition there was space for the 
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nurse to note the general state of hygiene, familial 
and personal, in each case. Records of Salk vaccine 
status, dates of feeding, and dates of bleeding and 
stool specimen submission were kept on the family 
sheet. The results of serum antibody titrations and 
virus isolation attempts on stool specimens were 
also recorded on the family form as these became 
available. 

The individual’s record sheet was essentially a 
condensed medical history form listing such items 
as physician’s name and address, previous poliomye- 
litis history, prior serious illnesses, operations or in- 
juries, and any present disabilities. Pregnancy was 
noted and the due date of delivery recorded. The 
immunization history was obtained in some detail, 
with the date of the last dose of any antigen noted 
as accurately as possible. A substantial part of the 
space on the individual record was given over to 
daily notes and to the recording of symptoms, inter- 
current illnesses, and any other information that 
might be deemed important. 

A generalized public health nursing service was 
offered to all village residents, participating or not. 
The public health nurses visited each participant's 


Tasie 3.—Types of Illness Occurring in Participants 
During the Control Period® 


Between Between Between 

Feedings Feedings Feedings 

land? 2and 3 Sand 4 

February, February- March- 

% Mareh, % April, % 
Upper respiratory infections.......... is 18.8 4.8 
Gastrointestinal disturbances........ § 69.2 20.8 
Common communicable diseases . 2.3 10,3 
Miscellaneous 9.7 5.1 


* Ist half of study. 


home to complete the family and individual record 


forms as far as they could. These nurses assisted at: 


bleeding clinics, distributed stool specimen con- 
tainers, and either fed or supervised the feeding of 
the capsules. These activities alone brought them 
into frequent contact with the families. In addition 
they were subject to call for consultation on any 
problem that a family wished to discuss with them. 
Participants were encouraged to report illnesses or 
symptoms to the public health nurses. 

A letter was sent to the physician named by the 
participants informing him that the family was tak- 
ing part in the study. The family physician was 
further informed that participants were instructed 
to use ordinary and usual medical facilities for any 
illness which occurred during the period of the 
study. In other words, they were urged to consult 
their own physicians in case of illness. The physi- 
cian was further invited to use the public health 
nursing service that had been made available in any 
manner which he thought convenient and beneficial 
to the patient and himself. Where no family phy- 
sician was named, a similar letter was sent to the 
students’ health service of the university. 
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Freedom from Bias: Only one person in the 
project team knew the identity of the individuals 
who comprised the A, placebo-control, group and 
the B, virus-fed, group. This identity was not di- 
vulged until the end of the study period. The par- 
ticipants thus never knew until the end whether 
and when they had received actual virus or placebo. 
The project team, with the one exception noted, 
was in a like position. There could therefore be no 
bias in the clinical interpretation of symptoms that 
were reported. 

A set of three blood specimens collected at the 
intervals shown in table 2 was obtained from each 
participant. These were sent to the laboratory with 
a label that identified their origin and sequence by 
code number. All specimens in any one set were 
always tested on the same day. But, when these 
sets were actually tested, the original identifying 
labels had been replaced by a scrambled and ran- 
dom numbering system that made it impossible for 
the testing personnel to identify any one specimen 
as to its individual origin, its set origin, or its 
sequence within any one given set. The laboratory 
crew who received the specimens, separated the 
serum, and made the first dilution was different 
from the crew who did the antibody titrations. In- 
deed, the two crews worked in different places in 
the laboratory quarters and there was no overlap- 
ping of personnel. 

Operation of Study.—The schedule for bleeding, 
collection of stool specimens, and feeding both 
placebo and vaccine is set out in detail in table 2. 
The study got under way on Jan. 27, 1958, and, 
except for the laboratory work, was completed 140 
days later, in June, 1958. This was well in advance 
of the usual Minnesota poliomyelitis season. 

Operations started off by first securing a blood 
specimen and a stool specimen from each partici- 
pant. These specimens had to be submitted before 
virus feeding. About one week was required for 
each blood specimen collection, each stool specimen 
collection, and each feeding. The days for stool 
specimen receipt and feeding overlapped, but no 
family was fed initially or serially until its entire 
complement of stool specimens had been received. 
Reference to table 2 will show that each subsequent 
feeding in a series was preceded by the collection 
of a stool specimen, for a total of six such speci- 
mens. The second blood specimen was collected 
between the 71st and 76th days, about the 14th day, 
on the average, after the third feeding. The third 
and last blood specimen was collected between the 
134th and 139th days, which was some 17 or 18 
days, on the average, after the last of the second 
round of feedings. 

The capsules containing either virus or placebo 
material were delivered to the homes by the public 
health nurses. Those who could swallow capsule- 
size medicaments did so. The others, infants and 
children, were spoon-fed after the capsule contents 
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were mixed with any acceptable liquid. The nurse 
was thus assured of the ingestion of the material for 
those at home during the time of her visit. The 
capsules were left for those not at home, usually 
the father and sometimes a school child. No attempt 
was made to relate the feeding to mealtimes. 
Certain contraindications to feeding were agreed 
on in advance. Current vomiting and/or diarrhea 
were obvious contraindications that demanded a 
delay in feeding until these symptoms had disap- 
peared. Feeding was delayed for any illness that 
had a febrile episode until the person’s temperature 
had stabilized itself at a normal range. Open 
lesions of the oral cavity or the pharynx, whether 
surgical or due to disease, called for a delay in 
feeding until these lesions had healed over. Only a 
single family had to be dropped from the study 
because of a continuing contraindication. This was 
a family in which the mother developed consider- 
able dental trouble necessitating frequent extrac- 
tions. This situation became apparent after one 
virus feeding, and the family thereafter was as- 
signed placebos for the duration of the study. 


Evaluation of Symptoms Occurring During 
Control Period 


Recording and evaluating illnesses and symptoms 
that occurred during the study period was of para- 
mount importance if the presence or absence of 
“reaction” symptoms was to be established on a 
sound basis. During the preliminary phases of the 
study, it was learned that a good deal of illness 
could be expected in the village. This was the usual 
experience. The villagers themselves volunteered 
that there was always “some kind of cold or flu 
going around.” Pediatricians who had had villagers 
for patients in the past predicted the usual yearly 
outbreak of diarrhea. 

Table 3 lists illnesses classified under four head- 
ings as they occurred between the first and second, 
the second and third, and the third and fourth feed- 
ings. These time intervals cover the span of the 
control period. The upper respiratory infections 
category included such items as coryzas, pharyngi- 
tis, tonsillitis, bronchitis, and middle ear infections. 
The gastrointestinal disturbances group was com- 
posed of the fever, vomiting, and diarrhea complex. 
The common communicable diseases were mostly 
chickenpox and mumps. The miscellaneous group 
was heterogeneous, containing entries as diverse as 
trauma and the allergies. 

Table 3 was constructed before the real identities 
of the placebo-control and the virus-fed groups 
were known. It cannot, therefore, be used to com- 
pare the illnesses in the two groups. However, it 
does serve to show the pattern of illness in the 
village through the control period. That there was 
a pattern is self-evident. The predominant type of 
illness in February between the first two feedings 
was of the upper respiratory infection type. The 
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predominant illness between the second and third 
feedings late in February and through the month 
of March was the gastrointestinal disturbance. Re- 
markably enough, the percentage occurrences of 
these two types of illness through both the desig- 
nated time intervals are almost precisely inter- 
changeable. 

The two sections of table 4, one for adults and 
one for children, were constructed after the iden- 
tities of the group A and group B participants 
became known. The table is arranged so that it is 
possible to compare the illnesses in the placebo- 
control group with the illnesses in the virus-fed 
group week by week through the control period. 
F »r this table the diagnosed communicable diseases 


TABLE 4.—Occurrence of Symptoms, by Clinical Type and 
by Experimental Group, During the Control Period® 


Gastro- 
intestinal 


Respiratory (Diarrhea) Fever Alone Other 
Vi- Pla- Vi- Pla- Vi- Pla- Vi- Pla- 
Period rus cebo rus cebo rus cebo rust cebot 
CHILDREN$ 
2/3\) - 2 4 2 2 2 
2/9 10 10 2 2 1 1 
2/16 8 4 4 1 8 
2/24 4 “4 6 7 1 2 
3/2 3 5 3 1 1 
3/9 2 2 8 7 
3/17) 5 3 19 12 1 
3/23 1 2 4 3 1 
Totals 45 39 ” 7 2 8 3 1 
ADULTS* 
2/3\) -2/8 1 4 4 2 1% 
2/9 -2/15 “4 Wb 3 2 1 
2/16 -2/23 5 4 7 
6 6 6 1 
3/2 -3/8 4 2 7 1 
3/9 -3/16 1 3 19 
3/17||-3/22 2 1 33 33 
8/23 -3/31 3 6 
7 9 1 1 3 


Totals 33 38 87 

* Ist half of study. 

+1 complaint of dizziness, 1 of headache, and 1 of soreness in neck 
region. 

Red “blotches” on body. 

§ Total in virus group, 132; total in placebo group, 125. Total symp- 
toms of all kinds in virus group, 100/132 (75.8%); total symptoms of all 
kinds in placebo group, 85/125 (68.0%) 

|| Denotes feeding dates. 

“ Total in virus group, 147; total in placebo group, 142. Total symp- 
toms of all kinds in virus group, 121/147 (82.38%); total symptoms of all 
kinds in placebo group, 111/142 (78.2%). 

2 Headache, dizziness, stiff neck (7). 

** Headache. 


were dropped from consideration, as were other ill- 
nesses and complaints that were grossly remote 
from being considered as a possible “reaction.” The 
upper respiratory infection and gastrointestinal dis- 
turbance categories remain in the table. Fever 
alone, without any other symptoms or signs, has 
been added. The category “other” includes such 
symptoms as might possibly be due to the effect of 
virus on the central nervous system. 

There was, of course, some variation in the rela- 
tive frequency with which symptoms or illnesses 
occurred week by week in the two participating 
groups. But for those weeks when the reported 
incidence for any type of illness was at its peak, the 
comparative frequency was very close if not identi- 
cal. For example, in adults, note the comparative 
frequency of reports of upper respiratory disease 
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for the week of Feb. 9 and the comparative fre- 
quency of gastrointestinal disturbance for the week 
of March 17. Similarly, in children, note the inci- 
dences of upper respiratory disease for the weeks 
of Feb. 9 and 24 and the incidences of gastrointesti- 
nal disturbances from Feb. 24 on. There were only 
two adults with fever as the sole symptom, one in 
the placebo-control group and one in the virus-fed 
group. Among children there were 10 such record- 
ings, with the placebo-control group showing 8 and 
the virus-fed group 2 of them. The three adults 
who showed “other” symptoms were all in the 
placebo-control group. The two with headaches 
alone admitted that they frequently suffered from 
this complaint. The symptoms of headache, dizzi- 
ness, and questionable stiff neck in the third adult 
appeared within 24 hours of feeding and disap- 


Tas_e 5.—Composition of Mediums and Diluent 


Lactalbumin Hydrolysate-Yeast Extract (LHYE ) 
Lactalbumin hydrolysate 5.0 gm. 
Glucose 
Yeast extract 
1% Phenol red 
Earle’s balanced salt solution 

Growth Medium 
5% Sodium bicarbonate 2.0 ml. 
Penicillin 100 units/ml. 
Streptomycin 100 meg./ml. 

Maintenance Medium 
95.0 ml. 
Poliomyelitis antibody—free calf serum 
5% Sodium bicarbonate 
Penicillin 
Streptomycin 

Diluent 
Hank’s balanced salt solution 
2% Yeast extract 
1.4% Sodium bicarbonate 
Penicillin 


100 units/ml. 
100 meg./ml. 


100 units/ml. 
100 meg./ml. 


peared overnight. Among the virus-fed children 
there was one complaint of dizziness, one of head- 
ache, and one of soreness in the neck. None of these 
symptoms persisted. One of the placebo-control 
children developed red “blotches” on the body. The 
exact nature of this rash was not determined. 

It appears, therefore, that over all there was no 
overwhelming preponderance of symptoms or symp- 
tom constellations limited to one or the other of the 
experimental groups. The differences in the total 
occurrence of symptoms of all kinds noted below 
the body of table 4 are not statistically significant 
for either adults or children. There is no reason, 
therefore, to believe that the virus was responsible 
for any type of symptom or any type of reaction 
pattern. 

In addition, it is interesting to note that the pat- 
tern of illness shown in tables 3 and 4 was exactly 
the pattern of illness that was occurring in the city 
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outside the village limits. The participants them- 
selves observed that the nonparticipants in the vil- 
lage were coming down with exactly similar ill- 
nesses. Certainly it is no surprise to note a good 
deal of respiratory infection in February and March. 
The gastrointestinal disturbance was occurring not 
only in the village but also in the city at large, and 
indeed over the entire state. Reports of diarrhea 
epidemics were coming in to the state health de- 
partment from communities more than 100 and 
often 200 miles away from Minneapolis and from all 
corners of the state. 

Members of the project team examined seven 
families in whom this gastrointestinal disturbance 
was occurring. Four of these were in the A group 
and three in the B group, although at the time the 
examiners did not know which group was virus-fed. 
They found the disease to be a definite clinical 
entity similar in nature in all the families examined 
regardless of group designation. 


Laboratory Methods 


Preparation of Tissue-Culture Tubes for Anti- 
body Titrations.—HeLa cells were grown in milk 
dilution bottles which were seeded with 10° cells in 
10 ml. of growth medium (table 5) and incubated 
at 37 C for two days, after which 2 ml. of human 
serum was added. A replacement feeding of 5 ml. 
of growth medium was made on the fourth and 
sixth days of incubation. If cell growth had not 
followed the expected pattern the feeding schedule 
was varied. After a total of seven days of incuba- 
tion, cells were removed from the bottle surface by 
trypsinization or scraping with a rubber “police- 
man.” Cells from 7 to 10 bottles were pooled and a 
cell count made in a hemacytometer. The cell sus- 
pension was diluted in growth medium to contain 
10° cells per millimeter and dispensed in 0.5-ml. 
quantities into 5-in. tissue-culture tubes. The tubes 
were tightly stoppered with rubber stoppers and 
incubated in a stationary position in Seelye racks 
for three or four days. Growth medium was re- 
moved and the cell sheets in the tubes were rinsed 
three times with 1.0 ml. of Hank’s balanced salt 
solution to remove all trace of human serum. Main- 
tenance medium (0.9 ml.) (table 5) was dispensed 
into each tube. 

Poliovirus Pools.—Poliovirus pools were prepared 
with unmodified strains in quantities sufficient to 
use through the entire study. Growth medium was 
removed from HeLa cell bottle cultures which had 
a population of approximately 10° cells per bottle. 
Cell sheets were rinsed three times with 10 ml. of 
Hank’s balanced salt solution, after which 10 ml. 
of maintenance medium was added. Bottles were 
inoculated with 1 ml. of poliovirus type 1 (Ma- 
honey ), type 2 (MEF-1), or type 3 (Saukett) diluted 
10°. Bottles incubated at 37 C were observed mi- 
croscopically daily for cytopathogenicity. When 75 
to 100% of the cells were destroyed the bottles were 
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placed at -20 C. Pools of each type were made and 
were centrifuged (10 minutes, 2,000 rpm no. 2 hori- 
zontal) to remove cell debris. Each pool was dis- 
pensed into all-glass ampuls (0.3-0.5 ml. per ampul), 
sealed, and stored at -70 C. Titrations on each pool 
were carried out in half-log dilutions to determine 
the 50% tissue-culture infective dose (TCIDs;0). Two 
or three ampuls for each type pool were titrated. 
The TCID;» was calculated by the method of Reed 
and Muench. 

Serum Specimens.—Serum specimens were stored 
at -20 C. Specimens collected prior to all vaccine 
and placebo feeding and those collected at the end 
of the control period (when group B had received 
vaccine and group A had not) were held until the 
collection of the third blood specimens, three weeks 
after the entire group had been fed, at which time 
all three specimens from each individual were 
tested in the same test run. 

Neutralizing Antibody Test Procedure.—Five 
fourfold serial dilutions (1:4 through 1:1,024) of 
each serum specimen were prepared and dispensed 
in 0.15-ml. amounts into three rows of tubes. Each 
type of virus pool diluted to contain 100 TCID;, 
per 0.1 ml. was added to one row of serum dilution 
tubes in 0.15-ml. amounts. Each serum-virus mix- 
ture (0.2 ml.) was inoculated into one tissue-culture 
tube after standing one hour at room temperature. 
Inoculated tubes were incubated at 37 C for four 
days. 

Controls.—A control serum specimen previously 
titrated and known to contain neutralizing anti- 
bodies for each type of poliovirus was retitrated in 
each test run. Also with each test run tissue-culture 
tubes were inoculated with each type of virus pool 
diluted to contain 100, 10, and 1 TCID;, to deter- 
mine the precise quantity of virus used. An anti- 
body run was not considered satisfactory unless the 
control virus titration showed the presence of at 
least 30 TCID;» of virus. In most antibody runs, 
100-300 TCID;» of each virus had been present. 
Serum controls were not used routinely after 118 
serum specimens proved to have no toxic effect on 
cells in a 1:4 dilution. 

Reading.—Inoculated tubes were examined micro- 
scopically after four days of incubation. Cytopatho- 
genic effect was graded as approximately 25%, 50%, 
75%, or 100% cell destruction. The neutralization 
end-point was expressed as the reciprocal of the 
highest dilution of serum which completely neu- 
tralized the virus test dose. 


Results 


The results of the antibody titrations are shown 
in figures 1 and 2 for children and in figures 3 and 4 
for adults. These figures combine the correlation 
square type of presentation with the percentage of 
positive responses both gross and by sixteenfold or 
greater rise displayed alongside each square. 
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In figure 1, which deals with the virus-fed chil- 
dren, it can be seen that for each type the concen- 
tration of recorded results in the cells above the 
square’s diagonal indicates that over-all there was 
a marked tendency toward positive responses. In 
those who began the study with titers of less than 
1:4 there was a change in a positive direction to 
any titer in 89.7% of the cases for type 1, in 87.5% 
of the cases for type 2, and in 85.5% of the cases for 
type 3. Again beginning with those whose titers 
were less than 1:4 prefeeding and counting only 
cases with a sixteenfold or a greater rise in titer, it 
is seen that such a response was elicited in 70.3% 
for type 1, 76.0% for type 2, and 70.0% for type 3. 
The positive changes in titer for those who initially 
had titers of 1:4 or more might be considered 
“booster” effects. The extents of these at the various 
titer levels may be appreciated by consulting the 
figures. 

The results for the placebo-control children, as is 
evident in figure 2, are markedly different. Here, 
the cells with recorded results tend to hug the 
square’s diagonal and the percentages of positive 
responses, however measured, are either zero or of 
low magnitude. The general picture is that of no 
change in the postfeeding status as compared to the 
prefeeding status. 

Certain of the cells below the diagonals show 
figures in parentheses. These represent the infant 
population of that particular cell. At first glance, 
this might suggest a lack of antigenicity on the part 
of the vaccine for infants. However, it should be 
remembered that in i::{25{s two forces are at work 
to determine the an! »'v level. There is first the 
declining titer of the ....odies passively acquired 
by the infant-from t.c mother. Then there is the 
possible antigenic effect of the vaccine on the in- 
fant itself. The resultant might very well be a “hold- 
ing” action in which the attrition of maternally 
transmitted antibodies between the time the first 
and the last blood specimens were drawn (134 days) 
is masked and in a sense overcome by the introduc- 
tion of new vaccine-induced antibodies. 

It can be noted that there were some in the 
placebo-control children’s group who did show a 
bettering of titer. In four of these homologous virus 
was recovered from the stool, indicating immuniza- 
tion by interfamilial spread from the virus-fed 
group. Most of the other rises in titer in this class of 
placebo-control children were only fourfold and 
could be considered within the limits of usual lab- 
oratory procedure variability. Still there are four 
instances left where it is not an improbable conjec- 
ture that the immunization was effected by inter- 
familial spread of virus even though such virus was 
not recovered from the stool of the beneficiary. 

The most that can be said for the analogous data 
for adults, as shown in figures 3 and 4, is that there 
appears to be a trend toward positive responses. 
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Positive Responses 


89.7% 70.3% 

85.7% 68.6% 
1a) 87.5% 37.5% 
1(1) 69.2% 38.5% 

33.3% 


Pre-feeding titers 


we. 


3(3) 7 


1(1) 2(1)°6. 


1(1) 


: 
: 


Pre-feeding titers 


52) 
Figures in parentheses denote infants. 


Fig. 1.—Antibody responses in children, virus-fed. 
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£256 
1024 
Totals | 59 23 18 13 7 2 122 
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1024 
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Type 3 


107 


Totals 


Figures in parentheses denote infants. 
*Denotes virus isolation. 


Fig. 2.—Antibody responses in children, placebo-control. 
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Positive Responses 
16x or > 


15.7% 
14.3% 
10.06 

50% 


Type 2 Positive 
256 1024 Totals —Gross. 

2 30 50.0% 

3 64 3 4 40.76 


Responses 


21.1% 
33-36 
25.5% 
14.8% 


Type 3 Positive Responses 
<4 114 40.4% 21.9% 
3 16 35 31.46 11.4% 
256 2 9 3 26. 5% - 


Fig. 3.—Antibody responses in adults, virus-fed. 
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Post-feeding titers 


Typel Positive Responses 
4 
36 11.1% 0.0% 
16 1 Pip, 5 2 26 26.9% 70% 
3 25 20.0% 0.0% 
256 7 22 31.8% 
‘1024 we 12 
Totale ! 3 19 24 26 222 
Type 2 
4 1 1 8 25.0% 12.56 
Ne, 27 48.1% 3.7% 
Totals | 24 16 2130 32,213 136 
Type 3 
61 11.5% 0.0% 


7 
1 


6 4 4 15 26.7% a 


*Denotes Virus isolation. 


Fig. 4.—Antibody responses in adults, placebo-control. 
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This trend is modest, but it is there. Type 2 virus 
was recovered from two persons in the placebo- 
control adult group, but there was no effect noted 
on the base-line antibody titer in these persons. 

The data presented so far represent the results 
obtained irrespective of prior experience with the 
Salk vaccine. Even though the findings are available 
for each poliovirus type classified into the ultimate 
categories of fathers, mothers, children, and infants, 
each on the basis of prior Salk vaccine inoculations, 
no attempt will be made here to draw an analysis 
so fine. It can be appreciated that some of these 
ultimate categories turn out to be ridiculously small. 

Virus isolation procedures have now been com- 
pleted on all stool specimens collected during the 
course of the study. Future publications will use 
the results obtained to consider the problem of 
interfamilial spread of the fed virus. Likewise, the 
effect of the recovered virus on monkeys will be 
reported. 

Comment 


The orally administered attenuated polioviruses 
used as vaccine in this study are clearly effective 
antigens for children. This effectiveness obviously 
extends to all three types. When measured by a 
crude bettering of an original antibody titer of 
less than 1:4, these viruses were effective in induc- 
ing such a change in 85 to 90% of the participants. 
When measured by the stricter and, from the labora- 
tory standpoint, the more significant criterion of 
at least a sixteenfold rise in titer, the effectiveness 
was still apparent in approximately 70% of the 
participants. 

The vaccine was less effective in adults. True 
enough, a trend is suggested in that the virus-fed 
group always had better conversion rates than did 
the placebo-control group. When the upward trend 
of antibody titers in adults is measured for sta- 
tistical significance on the basis of sixteenfold in- 
crements, the differences in response between the 
placebo-control group and the virus-fed group are 
actually found to be statistically significant for all 
three types. While these differences are not so great 
as those that occur in the case of children, they are 
not accidental. 

Attenuated viruses used in this study act like 
naturally occurring viruses in every respect save 
one. They do not produce clinical disease. They 
do set up an intestinal infection, as is evidenced by 
the recovery of virus from the stool after an ap- 
propriate interval. They do stimulate the produc- 
tion of circulating antibodies, as is evidenced by 
the antibody titrations. Other data, available but 
not shown here, appear to demonstrate two other 
interesting and important phenomena. First, nat- 
urally occurring antibodies prevent the establish- 
ment of an intestinal infection by the attenuated 
viruses; serum antibodies similar to those induced 
by Salk vaccination do not prevent such an infec- 
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tion. Second, the attenuated viruses appear to effect 
an anamnestic reaction in those who, at the mo- 
ment, show no serologic evidence of having been 
successfully stimulated by the previous use of the 
formalinized vaccine. 

Definitive results were demonstrated in this 
study in spite of the fact that a substantial portion 
of the participants had received Salk vaccine. This 
is important, since it indicates that the presence of a 
Salk-vaccinated population should not deter further 
studies of this nature in the United States. It is 
interesting that, of 140 children who entered the 
study with a history of three Salk vaccine inocula- 
tions, 57% had titers of less than 1:4 to type 1 polio- 
virus, 20% had the same lack of antibody titers to 
type 2 poliovirus, and 77% had titers of less than 
1:4 to type 3 poliovirus. 

There is no good reason now to doubt that the 
administration of these living strains of poliovirus is 
a safe procedure. Safety can be implied on the basis 
of testing in laboratory animals, and this is the 
method that must of necessity be used when starting 
with any attenuated strain de novo. The greatest 
co..fidence in the safety of these strains, however, 
comes with the knowledge that up to the present 
over a million doses of these viruses, including all 
types in completed or uncompleted sequences, have 
been consumed without report of any confirmed 
adverse effect. 

The question of a return to virulence is always 
being raised. Specifically, it is asked, will passage 
through the human intestine, once or serially, in- 
crease the neurotropism of these strains to the point 
of an actual return to virulence for humans? Some 
evidence exists to show that there is an increased 
neurotropism after one passage through the human 
intestine, especially for type 1, when compared to 
the neurotropic activity of the original virus used 
as vaccine. There is also evidence that this neuro- 
tropism does not increase after a second passage; in 
fact, it appears to diminish."' This failure of neuro- 
tropism to persist after serial passages has been 
noted for attenuated strains other than those used 
in this study.’? Sabin ** has shown that some strains 
of virus shown to be neurotropic for monkeys by 
intraspinal injection are not neurotropic for chim- 
panzees. He suggests that strains of this character 
could be safely fed to humans. We feel that the 
occasional demonstration of neurotropism in mon- 
keys after intracerebral or intraspinal injection of 
relatively large amounts of virus does not by itself 
constitute sufficient contraindication to the use of 
these strains in humans. Study of the neurotropic 
activity of the strains recovered from stool speci- 
mens submitted during the course of this project 
will be reported in detail later. 

We realize that there are some unsolved problems 
on our hands. The lack of responsiveness in adults 
is troublesome. It has been suggested that this may 
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be a matter of dosage. It has also been suggested 
that gastric acidity may be an important factor, 
since there is so marked a difference between the 
gastric acidities of adults and children. Studies in 
both of these areas are now being made. Also under 
trial is the feasibility of immunizing against all 
three types of poliomyelitis simultaneously with a 
single feeding of a trivalent preparation. The dura- 
bility of the antibodies induced by the use of this 
vaccine is not yet known. It is hoped, with good 
reason, that they will be durable. This is a question 
that time and follow-up alone can answer. 

Further, we feel that the true effectiveness of an 
attenuated poliovirus vaccine as well as any other 
type of vaccine can be gauged only by its behavior 
in the face of an actual challenge by the disease 
itself. Ideally, the quickest way to decide this 
question would be by a placebo-controlled study 
in an area where the natural incidence of poliomye- 
litis would be great enough to yield sufficient cases 
for statistical analysis. Better yet would be such a 
study during an epidemic situation. These strains 
have been used twice in association with epidemics 
of poliomyelitis: once in a type 1 outbreak in Co- 
lombia® and again in a type 2 outbreak in 
Nicaragua.'* However, there were no control popu- 
lations and the administration of the vaccine in 
each case was begun after the epidemic peak. 

The immunological advantages of a vaccine con- 
sisting of living attenuated poliovirus have been 
mentioned. The economic and administrative ad- 
vantages are of equivalent importance. The simpler 
manufacturing process, the lesser costs involved, 
the ease of oral administration, the ability to elim- 
inate the need for syringes and needles all make 
such a product ideal for use in those areas of the 
world where funds, medical equipment, and medical 
personnel are at a premium. 

The results of this study are sufficiently encourag- 
ing to lead to the hope that the replacement of 
virulent polioviruses by attenuated polioviruses 
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will effect the same degree of eradication for polio- 
myelitis as has been achieved for smallpox by re- 
placing the variola virus with the vaccinia virus. 

Minnesota Department of Health, University Campus (14) 
(Dr. Barr). 


This study was supported in part by grants from the Sister 
Elizabeth Kenny Foundation, Inc., and Lederle Laboratories, 
Division of American Cyanamid Company, Pearl River, N. Y. 
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of doses from the apothecary to the metric system. The routine use of the of- 
ficial (since 1943) metric system should eliminate the problems caused by 
the troublesome arithmetic of dividing fractions. In preparing the small doses of 


A CCURATE DOSAGES FOR NARCOTICS.—Errors can occur in the conversion 


opiates appropriate for infants and children, it is well that instruction be given in the 
proper method of dilution of the larger size tablets so that the proper dose can be 
given in an accurately measurable volume of % to 1 cc. All possible care should be 
taken in the ordering of narcotics to make the orders clear to those who will be ad- 
ministering these potent agents. When patients show signs of undue degrees of de- 
pression from normal doses of drugs, or when accidental overdosage . . . produces 
severe depression of respiration or circulation, then the use of the opiate antagonists 
will be of great assistance in treating this complication.—Betty J. Bamforth, M.D., 
Accidental Overdosage of Morphine Used as Preanesthetic Medication, Wisconsin 


Medical Journal, April, 1959. 
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COMMUNITYWIDE VACCINATION PROGRAM WITH ATTENUATED 
POLIOVIRUS IN ANDES, COLOMBIA 


Héctor Abad-Gémez, M.D., Francisco Piedrahita, M.D., Rodrigo Solérzano, M.D., Medellin, Colombia 


Mauricio Martins da Silva, M.D., Washington, D. C. 


In Colombia paralytic poliomyelitis has been 
regarded generally as a sporadic disease of minor 
public health importance. The number of cases 
reported annually from 1947 to 1957 ' ranged from 
29 to 169, with the highest rate being 1.6 cases per 
100,000 population, in 1953, 

In contrast to the fact that the paralytic form 
of the disease is rarely seen, it was shown to be 
almost universal in parts of the country that chil- 
dren had had poliovirus infection by the age of 2 
years.’ Surveys of the distribution of naturally oc- 
curring poliovirus antibodies in Cali and Bogota 
indicated that all children 2 years of age or older 
had antibodies to one or more types of poliovirus, 
and that in the 7-to-9-year-old group 88% already 
had antibodies to all three known types. Com- 
parable results have been reported in studies of 
other areas of the world with similar socioeco- 
nomic and hygienic conditions." 

Early in January, 1958, the Health Center of 
Andes, a municipio (county) in southern Antio- 
quia, Colombia, with a population of 50,000, began 
to report cases of paralytic poliomyelitis. By March, 
nine cases and three deaths had been recorded. 
Alerted by these reports to the possibility of an 
incipient epidemic, the health authorities of the 
departmento (state) of Antioquia and the Minis- 
try of Public Health of Colombia requested the 
Pan American Sanitary Bureau (PASB) to coop- 
erate in a vaccination program making use of the 
inactivated poliovirus vaccine. 

In conformity with the request, one of us 
(M. M. S.) visited Andes on March 19 to evaluate 
the situation and assist in identifying the type of 
poliovirus involved in the outbreak. Stool and 
blood samples were collected from six persons 
with paralytic disease and all members of their 
households. Within a week of collection of the 
samples, type 1 poliovirus had been isolated from 
the stools of two persons with the disease and 
four contacts, and this information was sent to 
the health authorities in Colombia. 

Because the formalinized vaccine is incapable 
of halting the spread of poliovirus in a commu- 
nity * and therefore could not be expected to alter 
the course of an epidemic, and since it seemed 


State Health Officer Antioquia, Colombia (Dr. Abad-Gémez), State 
Health Department, Antioquia, Colombia (Dr. Piedrahita), Depart- 
ment of Preventive Medicine and Public Health, School of Medicine, 
Medellin-Antioquia, Colombia (Dr. Solérzano), and Pan American 
Sanitary Bureau, World Health Organization (Dr. Martins da Silva). 


An outbreak of paralytic poliomyelitis oc- 
curred in southern Antioquia, Colombia, in 
January, 1958. A census located 2,922 fam- 
ilies who agreed to participate in a program 
of vaccination, and the immune status of the 
population was ascertained by systematic 
blood sampling. Oral vaccination with at- 
tenvated strains of poliovirus (types 1, 2, and 
3) began in May, 1958. Comparison of pre- 
vaccination and postvaccination serums 
showed that, of the vaccinated children who 
lacked demonstrable antibody at the time of 
vaccination, 91% responded to type 1 vi- 
rus, 72% to type 2, and 87% to type 3. 
Both the safety and the immunizing efficacy 
of the three strains of virus employed were 
convincingly demonstrated. 


likely that an outbreak was in progress, a plan 
was developed to vaccinate children of the more 
highly susceptible age groups in Andes with orally 
administered live attenuated poliovirus vaccine. 
The plan was formulated on the basis of previous 
experience with the vaccine in Minnesota* and 
of suggestions of the Expert Committee on Polio- 
myelitis of the World Health Organization *” re- 
garding the field uses of live poliovirus vaccines 
“in the face of an impending epidemic.” Addi- 
tional reasons for advocating this type of vaccine 
were (a) the relative simplicity of oral adminis- 
tration of vaccine; (b) the long-lasting protection 
apparently conferred by the vaccine, as measured 
by circulating antibodies,“ making less frequent, 
or perhaps even unnecessary, the need for booster 
doses; and (c) its capacity to induce within the 
alimentary tract a high degree of resistance to the 
virus, thus offering the possibility of reducing and 
eventually eliminating the spread of virulent para- 
lytic strains of poliovirus from the community. 


Geographical and Population Data 


The municipio of Andes is situated at the south- 
western tip of Antioquia and covers an area of 
approximately 241 square miles of extremely moun- 
tainous terrain with altitudes ranging from 3,300 to 
11,500 ft. The principal community, the town of 


é 
and 
ae 
bis 
3 
4 
at 


Vol. 170, No. 8 


Andes, is connected by an unsurfaced road with 
Medellin, the capital of the state, 83 miles to the 
north. 

Andes is a typical rural, agricultural county, 
with coffee as the principal cash crop. As in many 
South American coffee-growing areas, the produc- 
tion of essential foodstuffs is negligible and dietary 
deficiencies and malnutrition are widespread. 

The county contains 20 population groupings, 8 
of which can be reached by automobile and 12 only 
by mule trail. Of the estimated population of 50,- 
000, approximately 7,000 live in the town of Andes 
and the remainder in rural areas. In the urban 
area, 54% of the dwellings have bathing facilities, 
74% have latrines or privies, and 91% have water 
available on the premises. In rural areas, housing is 
universally poor, lacking running water and sani- 
tary privies. 

The median family consists of seven members. In 
the study area the distribution of the population by 
age group is 37% under 7 years, 11% between 7 
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vaccination centers were beyond the limits of the 
county of Andes, in areas where cases of paralytic 
poliomyelitis had developed. 

Vaccination was limited to children between the 
ages of 2 months and 6 years inclusive. Children 
under 7 years of age had been shown to be, sero- 
logically, the group most susceptible to the disease.’ 
Furthermore, all cases of paralytic poliomyelitis in 
the present Andes outbreak occurred in children 
under 6 years of age. In view of the high infant 
mortality in the area, particularly in the first 2 
months of life, infants under 2 months of age were 
excluded to avoid association of vaccination with 
illness or death due to unrelated causes. The con- 
sensus was that these babies would be subjected to 
no unusual risk, since they would be protected by 
maternal poliovirus antibodies.” 

For field trial purposes, the county was divided 
into 16 sections. Before vaccination, a census was 
taken of all families that agreed to have their chil- 
dren vaccinated. Blood samples were taken from 


No.of 


Serums 


orot 3 Types— — 


Age Group, Yr. Children 1,2, and3 


MO. 40 5.0 
43 
68 26.5 
82 36.6 
180 66.7 
TD 125 84.0 


61 90,2 
(378)+ 


land2— 


10.3 


% of Serums with Antibodies to Poliovirus 
—- ————, Without 


2 Types 1 Type Only Antibody 

—_————, to Types 

land3 2 and 3 1 2 3 1,2,0r3 
10.0 7.5 7.5 22.5 10.0 2.5 35.0 
11.6 2.3 ave 32.6 obi 4.7 48.8 
74 59 8.8 14.7 11.8 2.9 22.0 
13.4 9.8 7.3 13.4 7.3 49 73 
14.3 66 9.9 44 3.3 44 44 
12.2 2.2 6.7 5.6 05 3.3 2.8 
5.6 16 64 0.8 coe 16 
6.6 16 ees 16 ove eee 
4.2 64 85 3.3 2.8 9.7 
(71) (29) (44) (59) (23) (19) (67) 


* Includes a small number of adults. 


and 10 years, and 52% over 10 years, as determined 
by the census made as a part of this study. The 
reported morbidity from typhoid was 425 per 100,- 
000 in 1957 (Antioquia Health Department Re- 
ports ). 

Material and Methods 


A project headquarters was set up in the town of 
Andes with a full-time staff of three physicians (in- 
cluding two epidemiologists: the project director 
and the PASB project consultant) and one gradu- 
ate and six auxiliary nurses. Other personnel includ- 
ed a laboratory technician, a health educator, an ob- 
server-virologist from the laboratory that produced 
the vaccine, and the PASB regional adviser on 
poliomyelitis. Cooperation of community leaders, 
particularly those of the church, was enlisted 
through careful explanation of the objectives of the 
program and the details of the plan of operation. 

Vaccination was started on May 5, 1958. In the 
town of Andes, vaccination was carried out on a 
house-to-house basis. Elsewhere, the inhabitants of 
each area gathered at one of the 19 vaccination 
points, usually a school or church. Five of these 


+ Figures in parentheses indicate total number of serums or persons in each category. 


the children to be vaccinated and from their sib- 
lings aged 7 to 9 years inclusive. The latter group 
served as contacts in whom evidence of virus spread 
might be sought in the postvaccination period. 

A record was kept of the following information 
for each child vaccinated and each contact bled: 
name of each subject, age, sex, parents’ names, 
address, dates of vaccination and bleeding, and 
postvaccination clinical observations. The epidemi- 
ologic follow-up and bleeding of vaccinated chil- 
dren and their contacts was conducted in collabora- 
tion with the Health Center of Andes and with the 
assistance of the seven physicians who practice in 
the area. 

At the time of first vaccination parents were in- 
structed that in the event of any illness in the fam- 
ily after the administration of the vaccine they 
should apply for medical advice and assistance 
either to the Health Center or to a temporary 
center especially established for this project. As a 
result, attendance at the health centers increased 
greatly and medical surveillance in the area was 
generally improved. After the feeding of the type 
1 vaccine, participants in the program were ob- 
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served and questioned at intervals of three or four 
weeks that is, at the times of feeding the type 2 
and type 3 vaccines and on collection of the post- 
vaccination blood samples. In the town of Andes, 
members of the nursing or medical staff of the 


Tasie 2.—Antibody Response of Vaccinated Children, 
Andes, Colombia, 1958 


Type Type 2 Type 3 
Positive Positive Positive 
Total Responses* Total Responses* Total Responses* 
Preteeding No. ——~—~ No. -—-—~—— No. 
Titers Fed No. % Fed No. % Fed No. % 
128 116 91 108 72 1799 «156 87 
6 2 1 10 8 80 
is 16 13 69 47 38 81 
12 67 5 1 20 13 ll 85 
45 M4 71 41 28 68 70 “4 63 
$1 6 75 17 15 88 
aes ose ose 2 
249 3623-229 63 4448 315 71 


* Fourfold or more. 

+41 with titers of 1:1,024 or greater before and after feeding 
omitted from total 

193 with titers of 1:1,024 or greater before and after feeding 
omitted from total, 

$13 with titers of 1:1,024 or greater before and after feeding 
omitted from total 


project made visits every two weeks to the homes 
of participants from the time of the first feeding 
of vaccine through the collection of postvaccination 
blood samples and entered any pertinent medical 
data on the individual records. Since completion 
of the vaccination program, observation of all vac- 
cinated and contact children has been continued 


Tasie 3.—Antibody Response of Unvaccinated Contacts, 
Andes, Colombia, 1958 


Type! Type 2 Type 3 
Positive Positive Positive 
‘Total Responses* Total Responses* Total Responses* 
Preteeding No, No. No. 
Titers Fed No. % Fed No. %&% Fed No. % 
6 67 2 67 6 1 17 
a3 1 
5 33 
5 
2% 9 20 40 2 19 45 
10 8 10 2 20 6 1 
1:128. 37 31 12 39 32 ll 34 
lw 2 2 9 1 ll 1 20 
“1 2 10 q 20 11 3 18 
1:14... 2 7 1 
8 19 3 
40 32 108} 38 35 1308 45 35 


* Fourfold or more 

+10 with titers of 1:1,024 or greater before and after feeding 
omitted from total 

$26 with titers of 1:1,024 or greater before and after feeding 
omitted from total, 

$4 with titers of 1.1,024 or greater before and after feeding 
omitted from total, 


through the cooperation of the staff of the Health 
Center, the locally practicing physicians, and 
alerted community leaders. 

The attenuated strains of poliovirus type 1 (SM 
strain), type 2 (MEF-1 strain), and type 3 (Fox 
strain) were used in the vaccine. The passage 
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histories of these strains were identical to those 
used in the 1958 Minnesota trial.°” The vaccine 
was dispensed in hard gelatin capsules in which 
the virus was adsorbed on granular gelatin. 

The vaccination program was carried out in three 
steps. Children were fed first one capsule contain- 
ing 10**° TCIDs9 (50%  tissue-culture-infective 
dose) of type 1 virus (pool 7-1231-115A), the 
virus type isolated during the Andes outbreak; four 
weeks later they were given two capsules contain- 
ing a total of 10°° TCID59 of type 2 virus (pool 
7-1232-213); and three weeks thereafter they re- 
ceived one capsule containing 10 ** TCID5» of type 
3 virus (pool 7-1232-318). For the feeding of small 
children, the capsules were opened and the con- 
tents were mixed with water and administered by 
spoon. 

In order to ascertain the immune status of the 
population, prior to the administration of the type 
1 poliovirus vaccine, blood samples were collected 


TABLE 4.—Distribution of Titers and Mean Titers of Serums 
Before and After Live Attenuated Poliovirus 
Vaccination in 428 Children 


% of Serums with Titers of 


No. of Geometric 
Serums Type <1i4 1:4 to 1:64 >1:64 Mean Titer 


Age or 
Yr. Children Virus Pre Post Pre Post Pre Post Pre Post 


36 1 61 6 2% 83 6 2267 

36 2 67 3% O83 45 0 19 2 8 

36 3 75 17 22 53 3 30 2 29 

40 1 5 0 80 4 15 

40 2 93 22 7 3 0 25 1 16 

40 3 93 15 5 33 2 52 1 45 

59 1 44 10 19 20 «387 70 16 131 

60 2 42 13 1 27 48 60 2% 129 

60 3 57 5 62 82 15 43 5 4 

70 1 31 1 9 5d 90 38 «(291 

71 2 37 8 15 24 48 (34195 

70 3 41 1 36 30 23 846269 11 186 

hiccvces 74 1 23 1 31 20 46 79 «#442 104 

74 2 19 3 19 20 = «62 77 95 260 

73 3 23 3 40 3 37 7 28 «201 

77 1 16 1 31 22 53 77 192 
75 2 19 7 17 64 & 

76 3 26 3 39 27 35 70 2 149 

6. ccccvses 68 1 9 2 23 22 68 76 295 200 

69 2 10 1 23 16 67 83 136 6338 

69 3 18 43 33 32 «178 


from 690 individuals, all but 61 of whom were 
between 6 months and 10 years of age. These speci- 
mens were obtained throughout the study area 
by bleeding the children within this age group in 
every 10th family among the 2,922 families partici- 
pating. The data regarding these serums are as- 
sembled in table 1. 

Five hundred ninety-one of the 690 individuals 
who were bled initially were rebled one month 
after the administration of the third dose, i. e., 
type 3 poliovirus vaccine. The prevaccination and 
postvaccination blood specimens were titrated in 
fourfold dilutions to determine the immunologic 
response of the children to the vaccine and the 
extent of spread of the vaccine strains to the house- 
hold contacts. 

The paired samples were tested as units of two 
by the method of Salk, Youngner, and Ward’ with 
use of monkey kidney-cell cultures. Each fourfold 
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dilution of serum was tested in duplicate tubes 
against 100 to 300 TCID;o of one or another of the 
three types of poliovirus. Fifty per cent neutralizing 
endpoints were calculated by the method of Reed 
and Muench * and the results reported to the nearest 
twofold dilution. Serologic data thus obtained 
are summarized in tables 2, 3, and 4. An antibody 
titer of 1:4 or greater in the postvaccination speci- 
mens of children previously lacking demonstrable 
antibody was considered a positive response. In 
children with prevaccination antibodies, a fourfold 
or greater rise in titer was considered a booster 
response. 
Observations and Results 


Response to Vaccination.—The numbers of chil- 
dren vaccinated were 7,378 with type 1 virus, 7,122 


Not detectable (<1:4) 
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Number of Sera 
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tive to positive occurred in 91% for type 1, 72% 
for type 2, and 87% for type 3 virus. Booster re- 
sponses were as follows: in children with prevac- 
cination titers ranging from 1:4 to 1:16, 75% for 
type 1, 61% for type 2, and 81% for type 3; in 
children with prevaccination titers ranging from 
1:32 to 1:512, 43% for type 1, 57% for type 2, and 
52% for type 3. 

The antibody status of the household contacts, 
before and after the vaccination of the index chil- 
dren, is summarized in table 3 and figures 1 and 2. 
These data show a conversion from negative to 
positive in six of nine for type 1, two of three for 
type 2, and one of six for type 3. Relatively lower 
conversion rates for type 3 might be expected, be- 
cause the second bleedings took place only one 


Positive at = 1:16 


28 


Pre Post Pre Post Pre Pre Post Pre Post Pre Post 
411 124 2 108 44 130 
Vaccinated Contacts Vaccinated Contacts Vaccinated Contacts 
TYPE | TYPE 2 TYPE 3 


with types 1 and 2, and 6,977 with all three types. 
Only 5.5% of the children who started the vacci- 
nation schedule did not complete it. 

The distribution of naturally occurring poliovirus 
antibodies in 690 Andes residents prior to vaccina- 
tion is presented in table 1. Antibodies were not 
detected for any type of poliovirus in the serums of 
9.7% of the children. Antibodies were present for 
one or two types of virus in the serums of 35.5% 
and for all three types in 54.8%. Thus 45.2% of the 
children lacked demonstrable antibody for one or 
more types of poliovirus. 

The poliovirus antibody status of vaccinated chil- 
dren, before and after feeding of vaccine, is sum- 
marized in table 2 and figures 1, 2, and 3. it can be 
seen that a postvaccination conversion from nega- 


Fig. 1.—Poliovirus antibody response in vaccinated and contact children, before and after feeding of vaccine. 


month after the feeding of type 3 vaccine and 
hence there was less time for contact exposure and 
for serologic response to that virus strain. In the 
contacts who showed evidence of natural immunity 
at the beginning of the vaccine feedings, second 
samples of serum showed a fourfold or greater 
booster response as follows: in those with anti- 
body titers originally ranging from 1:4 to 1:16, 67% 
for type 1, 60% for type 2, and 36% for type 3; in 
those with an initial range from 1:32 to 1:512, 25% 
for type 1, 30% for type 2, and 35% for type 3. 
The data on prevaccination and postvaccination 
antibody status of vaccinated and contact children 
are presented graphically in figures 1 and 2. The 
serologic data for vaccinated children are sum- 
marized by age in table 4, and part of these data 
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are presented graphically in figures 3 and 4. The 
usual decline in antibody for types 2 and 3 polio- 
virus among children in the 6-to-1l-month age 
group was not paralleled by the curve for the type 
1 antibody. This may reflect the fact that type 1 
virus had been prevalent in the community for 
several months before the collection of the prevac- 
cination specimens. That this higher percentage of 
children having type 1 antibody is associated with 
recent infection may be seen in table 4, where the 
proportion of prevaccination titers of more than 
1:64 is far greater for type 1 than for types 2 and 3 
among the children under 2 years of age. 

A study of individual serologic records revealed 
that, among the 128 children without demonstrable 
antibody for type 1 virus before feeding, 6 failed 


WZ Negative to positive. No antibodies detected at 1:4 prior to vaccination 
100 Booster response. Antibodies detected at 1:41:16 prior to vaccination 
EE) Booster response. Antibodies detected at 1:32-1:512 prior to vaccination 
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A survey of the individual vaccination records 
of those children who failed to respond to vaccina- 
tion did not reveal significant grouping of failures 
in time, place, or vaccine consignment. They were 
randomly distributed over the study area and hence 
are not suggestive of lack of response resulting 
from defective or mishandled vaccine or of the 
localized prevalence of interfering enteric infec- 
tions, which, presumably, could be found to pre- 
dominate in the urban segments of the town of 
Andes. 

Epidemiologic Observations.—At the start of the 
vaccination program, 15 verified cases of poliomy- 
elitis had been reported from the area. After May 
5, when the program began, four additional cases 
were reported, all from sections where the orally 
given vaccine had not yet 
been administered. Report- 
ed cases occurred in per- 
sons ranging in age from 
5 months to 6 years, with 
a median age of 1 year. Up 
to the time of writing 
(May, 1959), no cases of 
poliomyelitis had been re- 
corded among vaccinated 
children or their contacts. 

Vaccinated children 
showed no untoward reac- 
tions. The postvaccination 
gastrointestinal complaints 
(such as diarrhea and 
vomiting) occasionally re- 
ported at the health cen- 
ters or during follow-up 
visits were no more fre- 
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Fig. 2.—Percentage of serums in vaccinated and contact children with a minimum four- 
fold antibody titer increase after administration of live attenuated poliovirus vaccine. 


to respond to both type 1 and type 2 vaccine strains 
and 2 others failed to respond to both type 2 and 
type 3 vaccines. Of the 151 children lacking type 2 
antibody before vaccination, 9 failed to respond to 
both type 2 and type 3 vaccine strains. Twelve of 
these children who failed to respond to two of the 
three vaccine strains lacked antibody for any of 
the three serologic types of poliovirus prior to vac- 
- cination. Failures to respond were most frequent 
for the type 2 vaccine strain. In addition to those 
cited above, 27 children, all but 5 of whom were 
under 4 years of age, failed to respond to type 2 
only despite the absence of antibody for this virus 
type in their prevaccination serums. Sixteen of these 
27 children also lacked type 1 antibody at the 
start of the feeding program. 


protozoa. In the few in- 
stances where symptoms 
were sufficiently severe to 
warrant further investigation, stool studies per- 
formed at the State Health Laboratory in Medellin 
frequently revealed parasitic infestation or the pres- 
ence of pathogenic bacteria. 

During the vaccination program (May to Aug- 
ust), 17 deaths were recorded among children who 
had received at least one dose of the vaccine: nine 
children were less than 1 year of age, and the 
ages of the others ranged from 1 to 5 years. Diag- 
noses listed on death certificates by attending 
physicians were gastroenteritis in nine cases; pneu- 
monia and bronchitis in two cases; and glomeru- 
lonephritis, diphtheria, and an overdose of Niva- 
quina (an antimalarial drug) in one case each. The 
other three persons were unattended by a physi- 
cian, but query of the parents revealed that none 
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showed any history suggestive of poliomyelitis or 
other central nervous system involvement. Seven- 
teen deaths during a period of four months in a 
population of approximately 7,000 children is less 
than expected in Andes, where in 1957 the infant 
mortality was 121 per 1,000 live births and the 
mortality in the 1-to-4-year age group was approxi- 
mately 20 per 1,000 population. 


Comment 


The strains of viruses used in the Andes vaccina- 
tion program had been extensively tested in vari- 
ous ways in monkeys before their administration to 
human subjects. While the relationship between 
virulence for monkeys and pathogenicity for man 
is difficult to assess, studies of a field strain of type 
1 virus that was isolated in Andes prior to the vac- 
cination program from one of the persons with 
paralysis are interesting. As little as 2 TCID;5» 
of this field strain produced complete paralysis 
when injected intracerebrally in monkeys, where- 
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Fig. 3.—Percentage distribution of poliovirus antibodies, 
by immunotype, before and after vaccination in 428 chil- 
dren, by age. 


as 10 million TCID;9 or more of any of the three 
attenuated strains used as vaccine rarely induce 
even slight paralysis when similarly injected.° 
Laboratory studies in experimental animals are 
important and essential, but ultimately only field 
experience on a scale such as that gained in Andes 
provides an acceptable basis for determining the 
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advisability of the continued use of the yiruses 
employed. The safety of the vaccine strains for 
human subjects had been ascertained before their 
use in Andes by small-scale trials in children and 
adults, totaling about 1,000 persons, of which the 
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Fig. 4.—Children with type-specific poliovirus antibe<ies 
after vaccination as a percentage of those without demon- 
strable antibodies before vaccination, by age. 


most recent are those in Minnesota,” where the be- 
havior of the strains was observed under close sup- 
ervision in the households of approximately 150 
married university students and their children, and 
in another earlier trial involving 25 infants and 
their family contacts.™ 

The results attained in these studies were the 
justification for making a larger trial. The data ob- 
tained in the present field study confirm the ob- 
servations made in the former trials and greatly 
add to the number of susceptible children safely 
vaccinated. 

The prevaccination serologic data summarized 
in table 1 show that, of the 504 children under 7 
years of age, 65 (12.8%) lacked detectable antibody 
to any of the three types of poliovirus. Most of 
these fully susceptible children were under 4 years 
of age. By applying the same percentage of suscep- 
tibility to the 7,378 children who received type 1 
virus, it can be estimated that 952 children vac- 
cinated with this strain showed triple-negative re- 
sponses. Similarly, it is estimated that an additional 
34 who showed triple-negative responses were 
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among the 2,144 siblings aged 7 to 10 years who 
were in intimate contact with the vaccinated chil- 
dren, most of whom, it may be assumed, excreted 
type 1 virus for varying periods of time. Thus an 
estimated 986 children who showed triple-negative 
responses after vaccination in the study area are 
presumed to have been exposed to the type 1 strain 
of the vaccine. 

On the basis of the data summarized in table 2, 
it may be calculated that 28.3%, or 2,088 children, 
fed type 1 virus were without homologous anti- 
body protection at the time of feeding. In a like 
manner, an estimated 33.1%, or 2,357 children, 
were without antibody to type 2 and 39.1%, or 
2,728, were without antibody to type 3 when fed 
these strains. The high rates of conversion (fig. 4) 
indicate that vaccination successfully infected a 
very large proportion of these susceptible children. 
Among 58 children who originally had triple-nega- 
tive responses and were rebled after vaccination, 
91% responded to type 1, 64% to type 2, and 86% 
to type 3 poliovirus vaccines. There remained no 
children with triple-negative responses among those 
tested after vaccination. 

In the absence of any observed indications or 
signs of central nervous system or other complica- 
tions in the vaccinated children and their contacts, 
we believe that continued use of the polioviruses 
employed in Andes is amply justified. 

The circumstances under which the present vac- 
cination program was initiated justified an imme- 
diate and direct defense against a type 1 poliovirus 
epidemic. While it cannot be proved that in the 
absence of the vaccination program an epidemic 
would have developed, and no claim is made to 
have aborted such an epidemic, the measures taken 
were selected for that purpose. For this reason the 
type 1 vaccine was fed first, in spite of the fact 
generally held that the attenuated SM strain of 
type 1 virus may be sufficiently invasive to “inter- 
fere” with subsequent infection by virus of the oth- 
er two immunotypes. 

In the present study, the proportionately greater 
number of children failing to respond to the type 
2 strain suggests that the type 1 strain interfered 
with the successful establishment of type 2 in the 
intestines of those lacking antibody to this virus. 
Also, it may be seen in table 4 that for children 
under 2 years of age the increment in geometric 
mean titer for type 1 is much greater than for the 
other two types. Since it is clear that the relatively 
lower titers for types 2 and 3 are not due to any 
inability of children of this age to respond to anti- 
genic stimulation, the recency of their experience 
with the type 1 vaccine virus may have been a 
contributing factor in determining their lesser re- 
sponse to the other vaccine strains fed. 

In the absence of epidemic threat it appears to 
be preferable to start an immunizing program with 
type 2 virus, both because it may have some anti- 
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genic overlapping with the other two types of 
poliovirus *° and because the type 2 strain used in 
this study seems to possess a lesser degree of in- 
fectivity than either the type 1 or the type 3 
strains. The indicated order of feeding would 
therefore appear to be either types 2, 3, 1; or 2, 1, 
3. The data in table 4 for children over 3 years of 
age show that, in spite of the antigenic overlapping 
of type 2, antibody for this type, even at relatively 
high prevaccination levels, did not prevent sub- 
stantial increments in mean titers for types 1 and 3, 


nor indeed for type 2 itself. 
Summary and Conclusions 


In the face of an outbreak of poliomyelitis in 
Andes, Antioquia, Colombia, an oral vaccination 
program was carried out on a communitywide 
basis with attenuated strains of poliovirus repre- 
senting each of the three virus types. With the par- 
ticipation of local, national, and international health 
organizations, a staff was assembled to take a cen- 
sus of the area, administer the vaccine, collect pre- 
vaccination and postvaccination serum samples from 
vaccinated and contact children between the ages 
of 6 months and 9 years, and maintain epidemio- 
logic surveillance of the affected area. Of 7,378 
children who began the series of vaccinations, 94.5% 
completed the three immunizing feedings. 

Serologic evidence indicates that, of the vacci- 
nated children who lacked demonstrable type-spe- 
cific antibody at the time of vaccination, 91% re- 
sponded to type 1 virus, 72% to type 2, and 87% to 
type 3. Smaller but significant proportions of those 
with prior demonstrable antibodies showed four- 
fold or greater booster responses to vaccination. Of 
58 children shown to have negative responses be- 
fore vaccination to all three types of poliovirus, 
none remained so after vaccination. 

Although four new cases of poliomyelitis were 
reported in the Andes study area after the start 
of the oral vaccination program, none of the cases 
occurred in a vaccinated child or a contact, nor 
did any of the cases develop in areas where vac- 
cination had begun. Since the start of the vaccina- 
tion program in May, 1958, there have been no 
undesirable reactions associated with or attribut- 
able to the oral vaccination. 

Both the safety and the immunizing efficacy of 
the strains of virus employed were demonstrated 
by their performance in an estimated 986 vacci- 
nated or contact children who were without sero- 
logic evidence of previous exposure to any type of 
poliovirus and in between two and three times this 
number of children who lacked antibody to one or 
more types of poliovirus. 

1501 New Hampshire Ave., N.W. (6) (Dr. Martins da 
Silva). 

The vaccine used in this study was provided by Lederle 
Laboratories Division, American Cyanamid Company, Pear! 
River, N. Y., through an agreement with the Pan American 
Sanitary Bureau. 
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The specimens were flown under refrigeration to Dr. Her- 
ald R. Cox at the Viral and Rickettsial Research Section of 
Lederle Laboratories. Dr. Cox and staff carried out the virus 
isolations and antibody titrations reported. 


We wish to express our appreciation for the assistance 
received from the following persons, among many others: 
Dr. Juan Pablo Llinas, Minister of Public Health of Colom- 
bia at the time of the study; Dr. Luis Patifio Camargo, Na- 
tional Director of Health of Colombia; Dr. Vernon B. Link, 
Chief, Public Health Division, and Miss Anna Obert, Health 
Education Advisor, U.S.A. Operations Mission to Colombia; 
and Dr. Anibal Cafias, Director, Health Center of Andes. 
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. should not be 


. simply a question of sending a patient away for a second opinion; it is the 


ve ART OF CONSULTATION.—The art of consultation . . 


careful selection of the man who, by training and by temperament, is the most 
suitable for the matter in hand. . . . My partner made it perfectly plain to all his 
patients that, if they wished, a consultation would immediately be arranged, but also 
that, if he himself felt the need of a second opinion, no objection should be offered. 
The patient often requested that a particular individual be summoned, someone per- 
haps who had operated on another member of the family, or who had given sound 
advice on a previous occasion; and this request, unless absolutely unsuitable, was 
invariably granted. In this way, I met many physicians and surgeons from hospitals 
other than my own, and I learned a great deal from them, but it was my own surgi- 
cal master, Sir Holburt Waring, who taught me, in a single word, one of the funda- 
mental principles of consultation. Quite recently, I had been his house surgeon, and 

. after ten days [he said], “Really, Abercrombie, you are the worst house sur- 
geon I’ve ever had!” This formidabie being, white-haired and gruff, was called in 
consultation by my partner, when I had been with him only a month or two, and as 
always I was bidden to attend. In giving his opinion, he turned to me and said: “I 
think, Dr. Abercrombie, if you will do so and so . . .” DOCTOR Abercrombie! 
Had he really said “Doctor”? He had! By that single word, by that title, he acknowl- 
edged, indeed he welcomed, me as his colleague, and made it clear that at last we 
met on level terms. That is as it should be. When a consultant and a general prac- 
titioner meet, no matter how distinguished the one or how obscure or diffident the 
other, they meet on terms of absolute equality.—G, F. Abercrombie, V.R.D., M.D., 
The Art of Consultation, The Practitioner, January, 1959. 
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ARTIFICIAL HEMODIALYSIS IN MANAGEMENT OF GLUTETHIMIDE 
INTOXICATION 
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J.A.M.A., June 20, 1959 


Leo R. Goldbaum, Ph.D., Washington, D. C. 


Although a recent arrival on the medical scene, 
glutethimide (Doriden), or 2-ethyl-2-phenylglutari- 
mide, has become a widely used nonbarbiturate 
“non-habit-forming” sedative. Glutethimide has al- 
ready joined a large list of drugs which have been 
used in suicidal attempts,’ a considerable number 
of which have terminated fatally.’ 

Because of the structural similarity of glutethi- 
mide to phenobarbital (fig. 1) and the known renal 
clearance of the latter drug, it seemed logical to 
us that hemodialysis might prove to be lifesaving in 
those cases of glutethimide overdosage in which 
the patients are not responsive to conservative 
medical management. The purpose of this report, 
therefore, is to show how two such patients were 
successfully treated with artificial hemodialysis. 

The patients were treated on the medical and 
neuropsychiatric services of Walter Reed Army 
Hospital. Glutethimide assay of serum, urine, and 
hemodialysate was performed by the method of 
Goldbaum and associates.* This method is based 
on the characteristic ultraviolet absorption spectrum 
of glutethimide and its rate of disappearance with 
hydrolysis in alcoholic potassium hydroxide. Ex- 
ternal dialysis was performed with the Kolff- 
Brigham rotating dialyzer. 


Report of Cases 


Case 1.—A 19-year-old servicewoman was admitted to the 
neuropsychiatric service at Walter Reed Army Hospital on 
Aug. 10, 1955, because of paranoid schizophrenia. After sev- 
eral months of treatment, which included psychotherapy and 
chlorpromazine therapy, she improved sufficiently to be 
placed on an open ward and on occasion was allowed to 
leave the hospital. 

On March 6, 1956, this patient went on pass from the hos- 
pital. She returned to her ward for supper and then went to 
bed. The following morning she could not be aroused. Deep 
tendon reflexes were active, corneal reflexes were present, 
vital signs were normal, and she responded to painful stimuli. 
After several hours her corneal reflexes disappeared, and she 
no longer responded to painful stimuli. Her belongings were 
searched, and an empty medicine bottle was discovered, as 
well as two physicians’ cards. We learned by telephone that 
she had consulted these two doctors during the preceding 
afternoon for alleged insomnia. The second physician had 
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tute of Research (Lieutenant Colonels Meroney and Herndon), and 
Toxicology Department, Armed Forces Institute of Pathology (Dr. 
Goldbaum ), Washington, D. C. 
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Two patients attempted suicide by taking 
glutethimide (Doriden). Although the amount 
did not exceed 15 Gm. in either case, both 
patients went gradually into deep coma. 
Artificial hemodialysis was commenced in 
each case after conservative methods, in- 
cluding use of stimulants and diuretics, had 
failed. In one patient visible improvement 
began within three hours. In the other, de- 
glutition and some reflexes were normal 
after eight hours of hemodialysis, but coma 
continued and tracheotomy was necessary to 
prevent asphyxia. In the latter patient, rather 
abrupt and complete recovery from coma 
occurred next day, 20 minutes after a diag- 
nostic lumbar puncture. Quantitative data 
obtained from this patient showed that the 
diuresis had removed only small amounts of 
glutethimide, whereas the artificial hemodi- 
alysis had removed at least 1,420 mg. of the 
drug at an almost constant rate of 150 mg. 
per hour. 


mg. tablets) which she had had filled at a local drugstore. 
While these telephone calls were being made, blood and 
urine samples were checked but these showed no evidence 
of barbiturates. It was thought that the glutethimide could 
probably be excreted by promoting diuresis. The patient re- 
ceived 1,000 ml. of 5% glucose in water and 1,000 ml. of 5% 
glucose in saline solution over a six-hour period. She was 
also given a total of 55 mg. of methamphetamine, intra- 
muscularly, in four divided doses. There was no response, 
and the deep coma continued. 

At 1:30 a. m. on March 8, her pulse rate had increased to 
128 per minute and her respirations were 44 per minute. 
She was given electric bulbar stimulation, which served only 
to increase her respiratory rate without change in her vital 
signs or state of consciousness. An endotracheal tube was 
utilized to provide the patient with a better airway. At 3 
p. m. on March 8, 1956, she was transferred to the medical 
service. 

She was still comatose on arrival on the medical ward and 
did not respond to painful stimuli. She had no corneal re- 
flexes, but her deep tendon reflexes were active. Her pupils 
were dilated and equal and they reacted to light. Neuro- 
logical examination was otherwise negative. Blood pressure 
was 94/40 mm. Hg; pulse, 116 per minute; respirations, 40 
per minute; and temperature, 102 F (38.9 C) rectally, A 
urine specimen taken on admission to the medical service 
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showed a trace of albumin and a specific gravity of 1.010 
but was otherwise normal. Hemogram showed 19,600 leuko- 
cytes per cubic millimeter, with 85% neutrophils, and a 
hematocrit of 44. Blood urea nitrogen level was 8 mg. per 
100 ml., carbon dioxide-combining power was 25.2 mEq. 
per liter; sodium level, 140 mEq. per liter; potassium level, 
3.9 mEq. per liter; chloride level, 104 mEq. per liter. An- 
other attempt was made at flushing out the glutethimide by 
means of a diuresis. Over a nine-hour period, 6,000 cc. of 
Ringer’s solution and sodium lactate was given intravenously. 
During this time she excreted 3,500 cc. of urine. Picrotoxin, 
11 cc., was given over a 40-minute period, but there was no 
change in her condition. 

On March 9, at 3:30 a. m., her pulse rate was 128 per 
minute, respirations 44 per minute, blood pressure 100/55 
mm. Hg, and her temperature 101.4 F (38.6 C) rectally. 
Her right lung field at the base was dull to percussion with 
almost absent breath sounds, which suggested that a pleural 
effusion had developed. Thoracentesis, however, resulted in 
only 30 cc. of straw-colored, slightly blood-tinged fluid. 

Since there was no improvement in the patient’s condition, 
a decision was made to perform an artificial hemodialysis. 
Consequently, at 4:15 p. m. on March 9 (approximately 70 
hours after drug ingestion) dialysis on the Kolff-Brigham-type 
apparatus was begun. Three hours later the patient began 
moving about and shortly thereafter she vomited. At 9 p. m. 
she responded to painful stimuli and one and one-half hours 
later she opened her eyes and responded to simple oral com- 
mands. Hemodialysis was terminated at midnight. 

Overnight her respirations decreased from 40 to 18 and 
her pulse rate to 72. Her temperature had dropped to 100.2 F 
(38.4 C). By 6 p. m. on March 10 she was able to resume 
oral administration of fluids. The following day she expressed 
further suicidal ideas and was transferred back to a closed 
ward of the neuropsychiatric service. 


Case 2.—A 34-year-old married woman was first given a 
diagnosis in 1946 of postpartum paranoid schizophrenia. Her 
initial treatment was electroshock therapy which was fol- 
lowed by a remission until 1950 when her first exacerbation 
occurred. Hospitalization was not required, however, and 
she was treated on an ambulatory basis until November, 
1956, at which time further hospitalization on the neuro- 
psychiatric service was deemed advisable. She remained in 
the hospital until January, 1957, during which time she re- 
ceived up to 1.2 Gm. of chlorpromazine (Thorazine) per 
day with good results. She was apparently progressing satis- 
factorily until Feb. 11, 1957, when her husband returned 
home from work and was unable to arouse her. He found an 
empty bottle of glutethimide and estimated that the patient 
had ingested between 40 and 45 250-mg. tablets of this 
drug. She arrived in the emergency room and was admitted 
to the hospital at 7 p. m. 

At the time of admission the patient was in a deep coma. 
She was limp and had slow shallow respirations at a rate of 
four per minute. Her blood pressure was 70/40 mm. Hg, and 
her pulse rate was 100 per minute and was regular but of 
poor quality. There was a peculiar reddish flush to the skin 
primarily involving the face, neck, and upper part of the 
chest. The pupils were widely dilated and nonresponsive to 
light. The corneal reflexes were absent. The deep tendon 
reflexes were hypoactive throughout. The ears, nose, and 
throat were normal, The chest was symmetrical. No rales 
were heard. The abdomen and extremities were normal. Ad- 
mission urinalysis and hemogram were normal. Blood urea 
nitrogen level was 21 mg. per 100 ml., carbon dioxide—com- 
bining power, 25.2 mEq. per liter; sodium level, 143 mEq. 
per liter; potassium level, 4.3 mEq. per liter; and chloride 
level, 101 mEq. per liter. 

On her admission to the medical ward an intravenous 
infusion of 5% glucose in water containing 10 mg. of phe- 
nylephrine was started. Because of her marked respiratory 
depression, including two episodes of apnea which required 
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artificial respiration, the deep coma and hypotension, and our 
experience with case 1, we began preparations for artificial 
hemodialysis. Hemodialysis was started at midnight, Feb. 11, 
and ended at 10 a. m. on Feb. 12—a 10-hour dialysis. The 
clinical progress and the blood levels of glutethimide are 
shown in figure 2. During the dialysis, urine and dialysate 
samples were obtained for determination of their glutethimide 
content, and a slow progressive increase in the frequency and 
depth of respiration occurred. Hemoglobinuria was noted 
after two hours of dialysis, and serum hemoglobin level at 
that time was 130 mg. per 100 ml. Hemoglobinuria had 
completely cleared by 7:30 p. m. on Feb. 12, or 15 hours 
after it was first noted. Her blood pressure stabilized without 
vasoconstrictors after four hours. After eight hours her de- 
glutition, corneal reflex, and pupillary reaction to light were 
normal. Toward the end of the dialysis, the patient responded 
to painful stimuli by withdrawing and groaning. At 2:30 
p. m. on Feb. 12, four and one-half hours after completion 
of dialysis, the patient was still quite comatose; a Levin tube 
was passed and thick greenish material was aspirated from 
the stomach. This material contained 0.35 mg. per 100 ml. of 
glutethimide. Gastric aspiration had not been done previously 
during the hospital course. Tracheotomy was required at 
11:30 p. m. because of retained pulmonary secretions. A 
diagnostic lumbar puncture was done at 11:30 a. m. on Feb. 
13 because of the continuing coma. Twenty minutes after the 
spinal tap was done, the patient rather abruptly and com- 
pletely recovered from the coma. She was transferred to a 
closed neuropsychiatric ward on Feb. 16 for further care. 


Y 


Fig. 1.—Comparative formulas showing structural similari- 
ty of glutethimide (Doriden) (left) and phenobarbital (right). 


Comment 


Our two cases of coma due to the use of glutethi- 
mide in suicidal attempts have demonstrated to us 
the value of artificial physical removal of the agent 
from the body when medical management fails to 
bring the desired response. Hemodialysis was con- 
sidered worthy of trial because of the structural 
similarity of glutethimide to phenobarbital, and 
the well-known successful use of hemodialysis in 
cases of barbiturate poisoning,‘ as well as in bro- 
mide ° and salicylate poisoning.” 

Since glutethimide has been shown to be excret- 
ed, at least in part, in the urine,’ it is probable that 
such a substance should be dialyzable by artificial 
means. The rate of removal of glutethimide is com- 
parable to that of barbiturates; in case 2, it was 
removed at an almost constant rate of 150 mg. per 
hour when blood levels were 3.0 to 4.3 mg. per 
100 ml. A total of 1,420 mg. of the drug was re- 
covered from the dialysate fluid. 

During the period of dialysis in case 2, urine flow 
varied from 7 to 32 ml. per hour. The concentra- 
tion of glutethimide was fairly constant at 2.5 to 
3.5 mg. per 100 ml. of urine, but at such a slow 
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rate of flow, only 6.7 mg. was recovered from the 
urine formed during the 10 hours of dialysis. It is 
interesting to note that the patient had approxi- 
mately the same urine concentrations of drug prior 
to dialysis; levels of 1.65 to 3.5 mg. per 100 ml. 
were found. Only 9.7 mg. of glutethimide was re- 
covered from the urine formed during the five hours 
in the hospital preceding dialysis. 

We believe that the lethal dose of glutethimide 
is lower than that originally reported. On the basis 
of the LD,» for mice, it has been estimated that the 
lethal adult human dose would be about 40 Gm.* 
However, McBay and Katsas have reported fatali- 
ties after the ingestion of as little as 10 Gm."* Our 
series of two cases is admittedly small, but both 
patients demonstrated deep coma which was un- 
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quantities of glutethimide. Schreiner and co-work- 
ers have actually recovered portions of undissolved 
tablets of glutethimide 69 hours after their inges- 
tion.” 

From the clinical standpoint, there were several 
physical findings of importance. Both patients were 
moderately hypotensive when first examined; the 
second patient required phenylephrine prior to 
hemodialysis to maintain her blood pressure. There 
was a peculiar blotchy bluish-red discoloration of 
the skin involving the blush area in the second pa- 
tient. The respiratory exchange in both patients 
was markedly depressed, but in the first patient 
the respiratory rate was as high as 40 to 48 per 
minute (she had, however, received large quantities 
of methamphetamine ), while in the second patient 


INGESTED 10.0 Gm DORIDEN 

. DEEPLY COMATOSE (PUPILS 7mm) 
8.P. FIRST SELF-SUSTAINED 

. HEMOGLOBINURIA 

. RESPIRATIONS NORMAL 

PUPILLARY REFLEX NORMAL (4mm) 
REACTED TO PAINFUL STIMULI 

. COMA DEEPER; VITAL SIGNS STABLE 
. HEMOGLOBINURIA CLEARED 


10. TRACHEOTOMY; COMA LESS; 
COUGH REFLEX PRESENT 


li. RESPONDED TO QUESTIONS; 
SPINAL TAP (CSF DORIDEN LEVEL 0.8mg%) 


AND TALKING 


. AWAKE 


° 12 24 36 


HOURS AFTER INGESTION 
Fig. 2.—Changing clinical status correlated with glutethimide (Doriden) blood levels. 


responsive to conservative management even though 
they had ingested only 10 to 15 Gm. of this drug. 

The slowness with which the coma in our patients 
lessened is reminiscent of barbiturate intoxication. 
This probably is related to the slow rate of release 
of the drug from tissue sites and possibly from 
cerebrospinal fluid. Also, in case 2, there was an 
additional factor of importance—the presence of 
significant quantities of glutethimide in the gastro- 
intestinal tract for as long as 26 hours after inges- 
tion. Therefore the slow speed of fall in blood 
concentrations demonstrated by case 2 (fig. 2) was 
most likely a reflection of the slow release from tis- 
sue plus the continuing reabsorption from the gas- 
trointestinal tract. This observation should again 
serve to stress the importance of thorough early 
gastric lavage in a patient who has ingested toxic 


spontaneous breathing sometimes ceased, so that 
artificial respiration was required. This certainly 
would account for the retained secretions which 
eventually necessitated a tracheotomy in the second 
patient. 

Cerebrospinal fluid was obtained shortly before 
the second patient regained consciousness and this 
showed a glutethimide level of 0.8 mg. per 100 ml., 
which demonstrated that there is no blood-brain 
barrier, at least at a plasma level of 1.0 mg. per 
100 ml. 

Conclusions 


Artificial hemodialysis may be lifesaving in pa- 
tients poisoned with glutethimide where medical 
management fails to bring the patient out of coma. 
In this respect, glutethimide joins barbiturates, 
salicylates, and bromides. The lethal dose would 
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appear to be much less than that originally re- 
ported, for, without hemodialysis, we believe that 
neither of our patients would have survived after 
presumably ingesting 10 to 15 Gm. of glutethimide. 
Fatalities have been reported elsewhere on doses of 
as little as 10 Gm. of the drug. Prolonged or re- 
current coma may be related to continuing absorp- 
tion from the gastrointestinal tract. Therefore, 
gastric lavage should be done even though coma 
may have been present for 24 to 48 hours. 
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Although , peritoneal dialysis was first used in 
human subjects with renal insufficiency in 1923,’ 
it has never gained widespread popularity in the 
United States. This is attributable to the frequent 
complications (peritonitis, overhydration, electro- 
lyte abnormalities, leakage, and drainage difficulty ) 
reported by the early workers during prolonged, 
continuous peritoneal dialysis * and the develop- 
ment of effective artificial kidneys.* Treatment with 
an artificial kidney, however, remains a formidable 
and costly procedure. It is generally agreed that 
efficient and safe operation requires an active and 
permanent team of trained personnel and that this 
technique should be limited to relatively few hospi- 
tals serving large population areas.‘ 

Our experience with a Kolff twin-coil artificial 
kidney at a university medical center would seem 
to reinforce these admonitions. The blood bank 
must always be prepared to furnish 5 units of fresh 
blood for priming of the kidney and for possible use 
during the procedure. Continuous heparinization of 
the patient, rapid changes in blood pressue, and 
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PERITONEAL DIALYSIS 
1. TECHNIQUE AND APPLICATIONS 
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Complications of earlier methods of peri- 
tonea! dialysis are eliminated by a new 
technique of intermittent dialysis utilizing 
commercially prepared electrolyte solutions, 
special catheters, and a “closed system” of 
infusion and drainage. This was mechanically 
successful in 76 instances. Conditions treated 
satisfactorily included acute renal failure, 
barbiturate poisoning, intractable edema, 
hepatic coma, hypercalcemia, and chronic 
uremia. Although less efficient than the arti- 
ficial kidney on an hourly basis, peritoneal 
lavage is easier to use over extended periods 
of time. 


variable movements of fluid between the patient 
and the bath solution require specialized knowl- 
edge and techniques and the continuous presence 
of trained physicians and nurses. A surgeon must 
do arterial and venous cut-downs for placement of 
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the catheters and should be immediately available 
in case of leakage or clotting, as well as at the end 
of the dialysis for surgical closure. Although the 
average length of dialysis is six hours, gathering of 
the necessary personnel, preparation of the machine 
and patient, and cleaning up afterward generally 
require another three to four hours. It would be 
difficult to visualize operating an artificial kidney 
in the usual, smaller private hospital with less 
elaborate facilities, where its use would be indi- 
cated infrequently. Yet most of the hospitals in the 
United States are in this category. 

For these reasons, over the past three years we 
have explored the potentialities of peritoneal 
dialysis.” Modifications of Grollman’s intermittent 
procedure * have eliminated almost all of the 
previously reported difficulties and complications. 
We believe that the modified procedure can be used 
efficiently and safely without specialized knowledge 
of fluid and electrolyte metabolism or intricate 
laboratory facilities. Direct comparison of results 
in patients with renal failure have proved it to com- 
pare favorably with dialysis with the artificial kid- 
ney.’ The present report describes our technique of 
intermittent peritoneal dialysis and its application 
in a variety of clinical circumstances. 


Technique 


Solutions.—Although previous authors have ad- 
vocated extemporaneous preparation of the lavage 


fluid from commercially available solutions,* we 
have found this to be arduous and unsatisfactory. 
Most hospital pharmacies do not stock the necessary 
anhydrous magnesium and calcium chloride. The 
pH must be accurately adjusted and the sodium 
bicarbonate added separately, or precipitation of 
calcium salts may occur. Caramelization and dis- 
coloration of the dextrose-containing solution may 
take place during autoclaving, and adequate steri- 


TaBLE 1.—Composition of Dialysis Solution 


mEq./ Liter Gm./ Liter mOsm./ Liter 


Sodium 
Chloride 
Caleium 


increases this to a normal value of 300 mEq. per liter. 

+ Theoretical osmolality Measured total osmolality by freezing point 
determination is 349 mOsm. per liter, compared with measured values in 
normal human subjects of 280 mOsm. per liter. 


lization is seldom assured. Solutions are now pre- 
pared commercially and may be stocked in ordinary 
liter infusion flasks in the hospital pharmacy, to- 
gether with special Y-type administration tubing 
and sterile catheters. A dialysis thus can be started 
within 30 minutes after the decision is made. 
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The composition of the dialysis solution is shown 
in table 1. It is essentially an idealized potassium- 
free extracellular solution with enough dextrose 
added (1.5%) to increase the osmolality to 372 
milliosmols (mOsm.) per liter, somewhat higher 


Fig. 1.—Equipment for peritoneal dialysis. Two liters of 
electrolyte solution are shown, with administration tubing 
attached to special catheter. Also shown is Duke trocar set, 
consisting of straight trocar with sharp and blunt stylets and 
scalpel with no. 11 Bard-Parker blade. 


than the levels we have found in uremic patients. 
This prevents absorption of administered fluid from 
the abdomen and the overhydration frequently re- 
ported after earlier procedures.’ Potassium is omit- 
ted because dialysis is often performed to correct 
hyperkalemia. When it is used for barbiturate 
poisoning or in other situations in which there is 
a normal serum potassium level, potassium chloride 
can be added as a concentrate by hypodermic 
syringe to bring the concentration to 4 mEq. per 
liter. 

Since crystalloids diffuse in both directions across 
the peritoneal membrane,’® any biochemical ab- 
normalities in the patient’s serum will be partially 
corrected by the use of a solution’ containing 
“normal” concentrations of all the physiologically 
important electrolytes. To alter the solutions ac- 
cording to the individual patient’s specific electro- 
lyte pattern is hazardous in most hands and 
contributes little to the over-all clinical results. In 
76 peritoneal dialyses, we have never caused hyper- 
chloremia or any other of the acid-base imbalances 
which have complicated previous procedures. The 
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magnesium concentration of 1.5 mEq. per liter is 
within the lower normal range for humans. Although 
4 mEq. of calcium per liter is higher than the 
ionized fraction in the blood, many of the patients 
have hypocalcemia, and whatever calcium is ab- 
sorbed will be partially bound in the serum by 
protein; this level of calcium in the dialysis solution 
has never caused digitalis intoxication in any of our 
digitalized patients. 

Since 2 liters of solution are given simultaneously, 
with immediate mixing within the peritoneal cavity, 
additional drugs or electrolytes need only be in- 
serted into one of the bottles, lessening the chance 
of bacterial contamination. To each 2 liters of 
solution are added 25 mg. of tetracycline, 8 mEq. of 
potassium chloride (if the serum potassium level is 
not elevated), and 10 mg. of aqueous heparin. The 
use of heparin is discontinued after three exchanges 
if the outflow fluid is not grossly sanguineous. 

When a peritoneal dialysis is performed for the 
relief of intractable edema, a hypertonic solution 
with identical concentrations of electrolytes but 
with 7% dextrose (versus 1.5%) is used, having an 
osmolality of 661 mOsm. per liter. This results in 
marked negative fluid balance during the proce- 
dure. Ten per cent dextrose (842 mOsm. per liter) 
has also been used for this purpose. 

Materials.—The necessary equipment (fig. 1) 
consists of an ordinary paracentesis set with a 
straight 17 F. Duke trocar set, suitable quantities 
of dialysis solution with tubing, and sterile cathe- 
ters. After experimenting with plastic catheters of 
various types, it was found that the most suitable is 
a fairly rigid nylon catheter, 11 in. long, slightly 
curved at the distal end, with a solid, rounded tip 
(fig. 2). The distal 3 in. is perforated with multiple 
smooth holes of very small diameter (80 perfora- 
tions, 0.02 in. in diameter). The external diameter 
of the catheter is 0.136 in. and is made to fit snugly 
into a 17 F. metal trocar. 


Fig. 2.—Nylon catheter and trocar. Note multiple small 
perforations, permanent curve, and rounded tip at distal end 
of catheter. 


Perhaps the single greatest complication in the 
past has been difficulty in obtaining adequate out- 
flow. This led various workers to utilize inflow and 
outflow tubes through two separate abdominal 
incisions, to devise elaborate sump pumps for nega- 
tive-pressure drainage, and to insert the tubes un- 
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der direct vision in the operating room."’ In retro- 
spect, inadequate drainage resulted from (a) 
clinging of the omentum and intestines around the 
irritating metal and rubber tubes, (b) fibrin clots 
within the outflow tube, and (c) most important, 


Fig. 3.—Peritoneal dialysis procedure. (See text for details.) 


plugging of the tube with tiny bits of omental fat 
sucked into the lumen through the perforations. 
The use of nonirritating plastic catheters and the 
addition of adequate heparin to the inflow solution 
has eliminated the first two factors. The simple 
expedient of greatly reducing the diameter but 
increasing the number of the multiple distal per- 
forations has successfully prevented particles of 
omentum from entering the catheter and permitted 
the use of simple, smooth catheters rather than 
more costly double-lumened or grooved tubes.'* 
Procedure.—The patient should be supine or 
semisupine with his bladder emptied just prior to 
the procedure. No special sedation is necessary un- 
less the patient is unduly apprehensive or agitated. 
The abdomen is shaved, prepared, and draped as 
for a laparotomy. After local infiltration with pro- 
caine hydrochloride, an incision is made in the 
midline about one-third of the way from the umbili- 
cus to the pubic bone. The incision should be small 
enough so that the skin fits very snugly around the 
trocar. The scalpel blade (no. 11 Bard-Parker) is 
inserted into the anterior abdominal wall until it is 
felt to “grate” on the linea alba, and a small incision 
is made in the latter. The midline is relatively 
avascular, and any slight superficial bleeding which 
occurs is usually controlled by lateral pressure 
exerted by the trocar and catheter. 
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The trocar, with the stylet in place, is inserted 
through the incision into the peritoneal cavity. At 
times, a sharp thrust is necessary, and the patient 
may experience some pain as the peritoneum is 
stretched. When the peritoneum has been pierced, 
with the stylet removed the trocar should easily slide 
in to its full length, so that only the proximal hub 
protrudes above the skin. In very thin individuals, 
we have occasionally distended the abdominal 
cavity with 2 liters of dialysis solution infused 
through a large-bore (no. 15) hypodermic needle 
before attempting insertion of the trocar. 

The plastic catheter is then fitted through the 
trocar. The permanent curve at the end of the 
catheter and its relative rigidity permit it to be 
manipulated by rotation from the proximal end, 
much as is done during cardiac catheterization. It 
also prevents kinking or floating of the catheter to 
the surface within the abdomen. The rounded tip 
minimizes injury to the abdominal contents. The 
direction of the catheter can also be altered by 
angling the entire trocar in any direction. The 
catheter is aimed dorsally and toward the left or 
right lumbar paravertebral sulcus. It is at times 
necessary to rotate it in various directions, trying 
to insert it each time, before omentum is pushed 
aside or a natural pathway is found. Ideally, the 
catheter should extend well into the peritoneal 
cavity. On a few occasions, when complete insertion 
seemed impeded (by adherent omentum), 1 or 2 
liters of solution was allowed to run in and the 
catheter was subsequently readjusted. 

The trocar is then withdrawn and the catheter 
connected to the Y-tubing, which has been previ- 
ously connected to 2 liters of dialysis solution 
warmed to body temperature. Necessary drugs 
(tetracycline, heparin, etc.) are added in advance. 
The solution is permitted to flow into the ab- 
dominal cavity by gravity as rapidly as possible, 
ordinarily taking between 5 and 10 minutes for 
completion. If the fluid flows in more slowly than 
this, the catheter should be repositioned, as its tip 
may be buried in omentum. 

When the bottles are empty but the tubing is still 
filled with fluid, the tubing is clamped and the 
bottles are placed on the floor beside the patient's 
bed. The fluid is permitted to remain within the 
abdominal cavity for one hour, after which the 
clamp is removed and the abdomen is drained by a 
siphon effect through the closed system back into 
the original two bottles. If the system is patent, 
gravity drainage should occur rapidly and steady 
forceful streams of fluid should be seen entering 
each of the bottles. When the flow slows down and 
becomes a steady drip, manual compression of the 
abdomen toward the catheter may cause resumption 
of steady flow for a short while. Drainage should 
take no more than 10 minutes. Since the liter flasks 
are graduated in both directions, precise fluid bal- 
ance can be ascertained at a glance. 
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Just before drainage is begun, 2 liters more of 
solution with fresh tubing are prepared, so that as 
soon as drainage ceases a new infusion can be 
started. This is repeated continuously for from 12 
to 36 hours, depending on the purpose of the dialy- 
sis and the number of exchanges desired. Usually 
between 30 and 50 liters is exchanged. A careful 
protocol is kept, listing exact time for starting and 
ending each exchange, drugs added, vital signs, and 
fluid balance. Ideally, after the first few exchanges 
intermittent peritoneal dialysis can become a nurs- 
ing procedure, with the physician called only if 
there is difficulty with fluid balance or any un- 
toward complication. 

The most frequent complication of peritoneal 
dialysis reported in the literature has been peri- 
tonitis.'” In our experience, clinical peritonitis has 
never occurred, and 43 cultures of peritoneal fluid 
sampled at the end of dialyses have all been sterile. 
Furthermore, in 16 autopsies performed on patients 
who had undergone one or more peritoneal dialyses 
in the month prior to death, there was no evidence 
of peritoneal irritation or bleeding, except for local 
hematomas of the mesentery in one patient who had 
a uremic bleeding tendency. The threat of perito- 
nitis has been eliminated by (a) the use of an essen- 
tially closed technique with the dialysis fluid 
drained into the original bottles, (b) the use of new 
sterile tubing with each infusion, (c) the addition 
of a broad-spectrum antibiotic to the solution, and 
(d) limitation of the procedure to a maximum of 
36 hours. 

Complications.—-Sometimes abdominal pain is en- 
countered, particularly toward the end of the out- 
flow period. It is invariably ameliorated by instilla- 
tion of the next inflow fluid, but, if the pain is severe, 
it can be treated with 5 cc. of 2% procaine hydro- 
chloride instilled through the catheter into the 
peritoneal cavity. Restlessness and/or pain may re- 
quire injections of meperidine (Demerol ) or a short- 
acting barbiturate. Blood-tinged fluid is not un- 
common during the first few exchanges and is 
caused by subcutaneous bleeding incident to the 
incision; if it persists, a purse-string suture pulling 
the adjacent skin and tissues around the catheter 
shaft may help. Severe bleeding has never occurred 
in our series. 

Omentum or intestine which is adherent to the 
anterior abdominal wall or adhesions from previous 
abdominal surgery may prevent catheter insertion 
or result in poor drainage from loculated cavities. 
We were unable to perform dialyses in six patients, 
five of whom had widespread adhesions. In one 
patient who was extremely obese and in two pa- 
tients with previous abdominal surgery and ad- 
hesions, the catheter was successfully inserted in 
the McBurney area on the right or in the corre- 
sponding point on the left side without difficulty. 
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At times, leakage around the catheter occurs. As 
with subcutaneous bleeding, a purse-string suture 
halts this complication. The original incision is 
intentionally made as small as possible to prevent 
leakage. It is preferable not to suture the catheter 
to the skin, so as to be able to manipulate it if 
necessary. 

If the outflow stream slows down or stops, slight 
twisting or remanipulation of the catheter tip some- 
times restores adequate flow. If this maneuver fails, 
20 cc. of saline solution can be forced through the 
catheter under pressure from a syringe in an attempt 
to clear fibrin clot. Should this be unsuccessful, the 
catheter should be withdrawn and inspected; if 
obstructed by clot, it can be replaced with a fresh 
catheter along the original path. For this purpose, 
it is well to have a second sterile trocar available. 
If drainage is rapid but incomplete because of 
absorption of fluid, the solution may be made more 
hypertonic by the addition of from 50 to 200 cc. of 
50% dextrose to each 2 liters until the desired 
negative balance is achieved. If this is necessary for 
more than a few exchanges, it is preferable to use 
1 liter of 1.5% dextrose and 1 liter of 7% dextrose 
solution for each exchange, since the addition of 
dextrose in water to the stock solution dilutes the 
electrolytes accordingly. 

Abdominal distention and/or ileus has not been 
prominent, and, in the few cases in which it oc- 
curred, has disappeared within 24 hours after the 
procedure. Local edema of the anterior abdominal 
wall may be encountered if the catheter is not in- 
serted far enough so that all of the perforations are 
within the peritoneal cavity. In a very thin person, 
or when the proximal end of the catheter extends 
more than 2 or 3 in. above the skin surface, part of 
the protruding end may be cut off with a sterile 
scissors. 

When very hypertonic (7 to 10% dextrose) dialy- 
sis solution is being used to achieve negative fluid 
balance, there may be a sudden decrease in blood 
pressure. This is caused by temporary hypovolemia 
from the rapid movement of fluid from the vascular 
compartment into the peritoneal cavity; there is a 
lag in the replacement of this plasma volume from 
the interstitial tissues. If this occurs, loss of fluid 
can be slowed down by using a solution with less 
dextrose (and less osmotic pressure). The im- 
mediate treatment is restoration of vascular volume 
by the infusion of salt-poor human albumin or whole 
blood. When using hyperosmotic solutions, we have 
adopted the practice of diluting 25 Gm. of albumin 
in 500 cc. of 5% dextrose in water and infusing this 
at a slow rate throughout the dialysis. Hypotension 
can then be corrected as necessary by increasing 
the rate of infusion. 

Contraindications.—Infection of the peritoneal 
cavity is an absolute contraindication to peritoneal 
dialysis. Recent or extensive abdominal surgery is a 
relative contraindication, although we have success- 
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fully dialyzed three patients after cholecystectomy, 
abdominal aortic resection, and appendectomy, 
five, eight, and six days after surgery respectively. 


Report of Cases 


Case 1 (Acute Renal Failure).—A 35-year-old 
man with severe oliguria and heart failure asso- 
ciated with Staphylococcus aureus bacterial endo- 
carditis was seen in consultation in another hospital. 
An electrocardiogram showed evidence of grave 
potassium intoxication (loss of P waves, QRS inter- 
val 0.24 second, bradycardia), and the patient had 
pulmonary edema with cardiac asthma. An infusion 
of 50% dextrose in water with added insulin and 
calcium gluconate was started via a femoral vein 
catheter into the inferior vena cava until the patient 
could be transferred to the medical center of the 
University of California at Los Angeles, where he 
underwent peritoneal dialysis for 27 hours with a 
mildly hypertonic, potassium-free solution. Predialy- 
sis and postdialysis values are shown in table 2. 


TaBLE 2.—Data Before and After Dialysis in Patient 
with Acute Renal Failure 


Before After 
9.2 mEq./L. 5.6 mEq./L. 
Sodium 118.0 mEq./L. 129.0 mEq./L. 
Chloride . 77OmEq./L. 85.0 mEq./L. 
Creatinine + 17.8 mg./100 ee. 9.1 mg./100 ee. 
Body weight 638 kg. (1401b.) 60 kg. (134 Ib.) 


Within four hours after dialysis was started, P 
waves appeared on the electrocardiogram, the QRS 
interval decreased to 0.12 second, and the heart rate 
accelerated from 54 to 86 beats per minute. The 
lungs became less congested and the patient im- 
proved markedly. Despite a daily urine volume of 
less than 300 cc. for eight days after dialysis, the 
serum potassium level never increased to more than 
6.7 mEq per liter, and the patient recovered un- 
eventfully with conservative therapy. On hospital 
discharge, his blood culture was negative and his 
blood urea nitrogen level was 21 mg. per 100 ce. 

Comment.—Peritoneal dialysis successfully re- 
versed potentially fatal hyperkalemia and served 
the ancillary purposes of reducing pulmonary 
edema and improving uremia. The patient's weight 
before and after dialysis correlated closely with a 
measured negative fluid balance of 3.2 liters during 
the procedure. The use of an artificial kidney would 
have required prolonged intravascular catheteriza- 
tion in a patient with active bacterial endocarditis. 

Case 2 (Intractable Anasarca).—A 28-year-old 
man was admitted to the hospital for refractory 
congestive heart failure and possible cardiac sur- 
gery. He had progressive heart failure which started 
at the age of 15 after an attack of rheumatic fever 
three years previously but had improved after a 
mitral valvulotomy at age 23. After a recurrence of 
active rheumatic fever two years prior to this hos- 
pital admission, his course had been downhill, with 
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intractable left-sided and right-sided heart failure, 
despite rigid sodium restriction and use of digitalis 
and diuretic agents. Heart sounds and cardiac 
catheterization studies indicated recurrence of 
mitral stenosis and possible tricuspid stenosis, but 
cardiac surgery could not be performed because of 
the patient’s poor clinical status and increasingly 
frequent attacks of pulmonary edema. 

Peritoneal dialysis was started with the hyper- 
tonic (10% dextrose) solution and was terminated 
after eight hours because of a sudden episode of 
continuous coughing followed by acute pulmonary 
edema. This may have been precipitated by dia- 
phragmatic irritation from the hypertonic dialysis 
solution, since the patient complained of pain in 
the left shoulder which was worse on inspiration. 
Fluid balance during the eight-hour dialysis was as 
follows: total fluid in, 12,000 cc.; total fluid out, 
20,500 ce.; negative balance, 8,500 cc. Two of the 
8.5 liters removed consisted of ascites at the start of 
the procedure. The patient’s weight fell from 74 to 
65 kg. (163 to 143 Ib.), with marked subsequent 
clinical improvement and further weight loss. He 
underwent successful mitral valvulotomy several 


Tasie 3.—Serial Electrolyte Values in Patient 
with Hypercalcemia 


Carbon Blood Urea 
Caleium, Dioxide, Sodium, Chloride Nitrogen, 
Mg./ mEq./ mEq./ mEq./ Mg./ 

Date, 1958 Therapy 100Ce. Liter Liter Liter 
None 25.6 45.0 137.4 80.8 
Hydration 22.2 28.0 107.0 71.1 
Dialysis WA 28.2 126.0 86.0 
Follow-up 94 6.2 136.0 110.0 


weeks later and is at the present time completely 
symptom-free without edema and pursuing an ac- 
tive life. 

Comment.—Despite ending the peritoneal dialysis 
prematurely, considerable edema fluid was re- 
moved. A subsequent further spontaneous diuresis 
after mechanical mobilization of edema in intract- 
able heart failure has been reported previously." 
Some degree of diaphragmatic irritation as mani- 
fested by shoulder pain has occurred in several 
patients during the use of 10% dextrose solution. It 
does not usually preclude continuation of dialysis. 
This patient’s heart was so incompetent, however, 
that the physical exertion of repeated coughing 
initiated acute pulmonary edema. It was the opinion 
of all concerned that cardiac surgery would have 
been impossible without the dialysis. 

Case 3 (Hepatic Coma).—A 23-year-old woman 
developed homologous serum hepatitis two months 
after a series of injections of penicillin. Despite 
adequate therapy and bed rest, her jaundice steadily 
increased, she developed fetor hepaticus, the area 
of liver dulness disappeared, and she became deeply 
comatose. The serum bilirubin level was 46 mg. 
per 100 cc., and the prothrombin time was less than 
10% of normal. Peritoneal dialysis was employed as 
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a desperate measure after six days of unremitting 
coma. During 38 hours, 56 liters of fluid was ex- 
changed. Four hours after the termination of the 
procedure, the patient became perfectly lucid, 
despite an essentially unchanged serum bilirubin 
level. She maintained her clinical improvement for 
five days, after which she became progressively 
worse; one week later she died in hepatic coma 
with hypotension and moderate terminal uremia. 
A second dialysis attempted on the day before death 
did not alter her clinical state. Autopsy revealed 
hepatic necrosis (liver weight 860 Gm.) with 
hemorrhagic regions in all organs, including the 
heart. 

Comment.—It appeared more than coincidental 
that the patient abruptly recovered from eight days 
of deep coma after dialysis. As expected, the large 
bilirubin complex equilibrated poorly with the peri- 
toneal contents, but the failure of “direct” bilirubin 
to cross the peritoneal membrane was unexplained. 
Unfortunately, arterial ammonia determinations 
were not performed before or after dialysis. The 
response of this patient and others ** would seem, 
however, to indicate that hepatic coma may be 
partially caused by an unknown dialyzable sub- 
stance. 

Case 4 (Hypercalcemia ).—A 49-year-old woman 
with sarcoidosis had been treated for six months 
with prednisone, 40 mg. daily, for tracheal con- 
striction and for three months with large quantities 
of calcium carbonate (15 Gm. per day) because of 
a previous peptic ulcer. She developed weakness, 
vomiting, muscle pains, and restlessness and was 
admitted to the hospital. On the day of admission 
her serum calcium level was reported as 20 mg. per 
100 cc. Prednisone therapy was continued, use of 
calcium carbonate was stopped, and intravenous 
hydration was attempted. Despite these measures, 
she became comatose, with loss of deep tendon re- 
flexes. 

Twenty-four liters of calcium-free dialysis solu- 
tion was exchanged over a period of 15 hours. 
Serial electrolyte values are shown in table 3. It can 
be seen from the data that hydration, while decreas- 
ing the calcium level slightly, dangerously diluted 
all the serum electrolytes. Dialysis, while removing 
a measured 1,864 mg. of diffusible calcium, also 
partially corrected the hyponatremia, hypochlor- 
emia, and uremia. The patient improved clinically 
following dialysis; when last seen (on July 9, 1958) 
she had normal electrolyte values. 

Comment.—This patient became comatose from 
severe hypercalceiaia incident to sarcoidosis and 
excessive absorption of ingested calcium carbonate. 
She was moribund and appeared to be in pretermi- 
nal condition. A possible therapy for this situation 
would have been the administration of adrenal 
steroids, but the patient had been taking prednisone 
for several months (she had clinical evidence of 
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secondary hypercortisonism), The only other re- 
course was hydration, which resulted in no improve- 
ment. As would be anticipated, the ionized fraction 
of serum calcium diffused readily across the peri- 
toneal membrane during dialysis. 

Case 5 (Barbiturate Intoxication).—A 34-year-old 
man was transferred from another hospital 26 hours 
after the ingestion of 6.0 Gm. of secobarbital and 
amobarbital (Tuinal). The exact number of sleep- 
ing pills taken and the hour of ingestion were 


documented by a suicide note and the empty bottles. . 


After 12 hours of vigorous analeptic therapy, he was 
still deeply comatose, with complete absence of all 
reflexes and deep pain sensation. He had irregular 
respirations, moderate cyanosis, and hypotension. 
He was tracheotomized and peritoneal dialysis was 
instituted. After six hours of dialysis, deep pain sen- 
sation returned, and by the 10th hour there were 
spontaneous movements of his extremities. Never- 
theless, dialysis was continued until several hours 
after he had regained consciousness (30 hours; 56 
liters exchanged). A total of 1,620 mg. of barbiturate 
was recovered from the outflow fluid, or about one- 
third of the amount ingested. The patient recovered 
uneventfully and is now back at work. He has had a 
persistently abnormal electroencephalogram, pos- 
sibly indicating some permanent brain damage. 

Comment.—To our knowledge, there are no previ- 
ous reports in the literature of severe barbiturate 
intoxication treated with peritoneal dialysis. The 
patient had ingested several times the lethal dose, 
and it is possible that this procedure saved his life. 
The total amount of barbiturate removed is com- 
parable to results achieved with the artificial 
kidney."® 

Case 6 (Chronic Uremia).—A 49-year-old man 
with known polycystic kidney disease had been fol- 
lowed as an outpatient for two years, during which 
time he was essentially asymptomatic. He had mod- 
erate hypertension (blood pressure 180/110 mm. 
Hg) and slowly progressive azotemia. Two months 
before admission, his blood urea nitrogen level was 
70 mg. per 100 cc. Ten days prior to admission, he 
had sudden, left-sided abdominal pain and gross 
hematuria. In addition, over the next few days he 
had chilly sensations, nausea, and severe vomiting. 
He was brought to the hospital semicomatose, with 
gross twitching movements of his extremities, con- 
tinuous retching, and moderate dehydration. Shortly 
after entry he had a generalized seizure. His blood 
pressure was 210/150 mm. Hg; his urine was loaded 
with red blood cells, white blood cells in clumps, 
and bacteria; his blood urea nitrogen level on ad- 
mission was 184 mg. per 100 cc. A urine culture 
was obtained, parenteral antihypertensive therapy 
was instituted, and the patient was rehydrated. 

Since his clinical status did not improve, peri- 
toneal dialysis was performed (38 liters exchanged 
in 22 hours). Within six hours after dialysis, he was 
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alert, without nausea, and very much improved. 
Retrograde catheterization revealed blockage of the 
left ureter with blood clots, which were flushed out. 
His urinary tract infection (Escherichia coli) was 
treated with appropriate antibiotics. He had some 
nausea and vomiting six days after dialysis, which 
disappeared in a few days. His blood pressure on 
discharge, without medication, was 174/106 mm. 
Hg. Blood chemistry values are shown in table 4. 

Comment.—The patient had fairly stable chronic 
kidney disease with azotemia until ureteral blockage 
and superimposed pyelonephritis caused rapid renal 
decompensation, with acute hypertension and clini- 
cal symptoms of uremia. The peritoneal dialysis 
resulted in symptomatic improvement and possibly 
permitted additional time for diagnostic and thera- 
peutic procedures (retrograde ureteral catheteriza- 
tion and giving of antibiotics). 


Comment 


The characteristics of the living peritoneum have 
been known for several decades.” It acts essentially 
as an inert semipermeable membrane, permitting 
the movement of water and crystalloids in both 
directions in accord with their individual concen- 


TaBLE 4.—Blood Chemistry Values in Patient 
with Chronic Uremia 


Blood Urea Carbon 
Nitrogen, Creatinine, Dioxide, 
Mg./100 Ce, Mg./100 Ce. mEq.) Liter 


trations On each side of the membrane, but it is 
relatively impermeable to proteins and large mole- 
cules. The average peritoneal surface presents 
22,000 sq. cm. of area for dialysis, as compared with 
18,000 sq. cm. in the Kolff twin-coil artificial kidney. 
Fluid within the peritoneal cavity is for practical 
purposes an extension of the extracellular compart- 
ment, with which it equilibrates osmotically and 
chemically. Catabolites and other substances may 
therefore be removed from the body and the volume 
or electrolyte content of the extracellular fluid can 
be altered by the instillation of appropriate solu- 
tions into the peritoneal cavity. 

The method of intermittent peritoneal dialysis 
described in this report has the advantages of sim- 
plicity and widespread availability. It obviates the 
need for highly trained physicians and personnel 
and the elaborate equipment required in the oper- 
ation of an artificial kidney. If careful and continu- 
ous records of fluid balance are kept, there is little 
danger to the patient, and any type of electrolyte 
aberration will be partially or completely corrected. 

The technique is modified somewhat from that 
advocated by Grollman and his co-workers.'’ We 
feel that extemporaneous preparation of the solu- 
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tions and catheters is difficult and unsafe and has 
deterred more widespread use of the method. Com- 


mercial preparation of the solutions, tubing, and- 


catheters will ensure precise constancy of compo- 
sition and adequate sterilization, as well as making 
dialysis available to smaller hospitals and commu- 
nities. The semirigid, curved nylon catheter with 
multiple tiny, smooth perforations permits adequate 
manipulation and good drainage. The “closed” sys- 
tem of infusion and drainage, with the use of 
fresh, sterile tubing during each exchange, lessens 
exposure of the catheter lumen to contamination 
with subsequent risk of peritonitis. One hour, rather 
than one and one-half hours, was selected as the 
optimal time for the fluid to remain within the 
abdominal cavity because equilibration curves cal- 
culated early in the series*” showed a decrease 
in efficiency after one hour, although subsequent 
data have suggested that a slightly longer equili- 
bration period may be preferable. 

It is generally held that the artificial kidney is 
more efficient than peritoneal dialysis,* despite the 
fact that bilaterally nephrectomized dogs can be 
kept alive much longer with the latter procedure.’* 
In direct comparisons of patients with stable uremia 
who were dialyzed by both methods, we found that 
clearances of creatinine, phosphate, urea, and potas- 
sium during peritoneal dialysis were about 25% as 
great as during dialysis with the artificial kidney *; 
i. e., it takes 24 hours versus 6 hours, respectively, to 
remove the same quantities of metabolites. Whether 
for practical purposes this renders peritoneal dialy- 
sis less “efficient” is a question of semantics, since 
a 24-hour peritoneal lavage is a good deal easier 
than a 6-hour operation with the artificial kidney. 

Peritoneal dialysis can be repeated many times, 
whereas after a few dialyses with an artificial kid- 
ney most available veins and arteries have been 
utilized. Furthermore, the most widely used type of 
artificial kidney (Kolff) does not permit ultrafiltra- 
tion, so that it cannot be safely employed for re- 
moval of edema fluid. 

With a readily available method for artificial 
dialysis, the question of indications for dialysis 
must be briefly discussed. Acute reversible renal 
failure (lower nephron nephrosis, tubular necrosis) 
with progressive hyperkalemia or with rapid clini- 
cal deterioration is an absolute indication. Severe 
barbiturate or salicylate poisoning is probably best 
treated by dialysis when it is available.’* By infer- 
ence, intoxication with any diffusible poison could 
be similarly treated. The artificial kidney has re- 
cently been used in diabetic acidosis with oliguria *°; 
on theoretical grounds alone, artificial dialysis with 
the removal of retained metabolites would seem to 
be more physiological treatment for most types of 
metabolic acidosis than the usual practice of admin- 
istering excessive sodium salts. Peritoneal dialysis 
is, we feel, an eminently satisfactory way to remove 
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large quantities of extracellular fluid in any type of 
refractory edema.’ It is an interesting experimental 
tool in hepatic coma. 

The place of artificial dialysis in the treatment of 
chronic renal disease is undecided. We have been 
successful in a few instances in tiding patients with 
chronic uremia over superimposed crises which 
temporarily further depressed their renal function; 
i. e., acute pyelonephritis, surgery, congestive heart 
failure, and infections. Dialysis has also occasionally 
been utilized to remove edema fluid in nephrotic 
patients. Its use as symptomatic treatment in pa- 
tients with chronic uremia, however, has generally 
been disappointing. Most biochemical abnormalities 
reach their predialysis values within one to two 
weeks. In our experience the longest period of 
symptomatic clinical remission has been six weeks, 
but it is generally shorter. If further refinements in 
technique can shorten the effective length of peri- 
toneal dialysis to six or eight hours, it is conceivable 
that patients with chronic uremia can be admitted 
to the hospital overnight at periodic intervals for 
treatment, in the same manner that patients with 
refractory anemia are given transfusions at the 
present time. 


Summary 


A technique of intermittent peritoneal dialysis 
utilizing commercially prepared electrolyte solu- 
tions, special catheters, and a “closed system” of 
infusion and drainage has eliminated complications 
of earlier methods; e. g., peritonitis, overhydration, 
electrolyte abnormalities, leakage, and drainage dif- 
ficulties. It has the advantages of simplicity and 
widespread availability and eliminates the need for 
special personnel and elaborate equipment as in the 
operation of an artificial kidney. 

Peritoneal dialysis was mechanically successful in 
76 instances; five of the six patients in whom it 
could not be performed had previous intra-abdomi- 
nal adhesions. In addition to being effective in acute 
renal failure, peritoneal dialysis has been success- 
fully used in barbiturate poisoning, intractable 
edema, hepatic coma, hypercalcemia, and chronic 
uremia. In theory, its use could be extended to 
intoxication with any diffusible poison and the treat- 
ment of any type of electrolyte abnormality. 
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The aim of buccal protease therapy is host-in- 
duced control and modification of localized inflam- 
mation. Unlike steroids, proteases neither inhibit 
nor suppress inflammation; they modify the sever- 
ity and shorten the duration of a localized inflam- 
matory reaction. 

The characteristics of inflammation are such that 
host defensive and reparative processes can in 
themselves be highly inimical to the body's wel- 
fare. It is well known that defensive mechanisms 
in inflammation can bring about the release of pro- 
ducts toxic to the host or destruction of some of its 
tissues. Tissue necrosis follows hypersensitivity re- 
actions of the Arthus or Shwartzman variety; phag- 
ocytosis permits intracellular survival] and multipli- 
cation of parasites in tuberculosis, coccidioidomy- 
cosis, psittacosis, and histoplasmosis; fibrin deposi- 
tion, reduction in vascularity, and impaired tissue 
permeability constitute morphologic barriers to the 
penetration of humoral antibodies or pharmacolog- 
ical agents. Some of the autolytic products released 
by necrosis often constitute a good culture medium 
for micro-organisms and can even antagonize the 
antimicrobial activity of many drugs. 

When unmodified, the repair process can distort 
tissue. Cicatricial obstruction may follow caustic 
burns of the esophagus or pyloric stenosis in peptic 
ulcer. Organ function may be impaired in cirrhosis, 
Dupuytren’s contracture, uveitis, scarring of the 
heart valves in rheumatic fever, derangement of 
articular and periarticular structures in rheumatoid 
arthritis, and pulmonary fibrosis secondary to silico- 
sis. The postphlebitic syndrome follows a prolonged 
bout of acute thrombophlebitis. In such circum- 
stances the disease is itself the repair process of the 
body stimulated to uncontrolled, unrestrained re- 
sponse. There ensues distortion of morphology and 
interference with function. 

The rational use of buccal protease therapy pre- 
supposes an appraisal of disease in terms of the 
particular stage, duration, intensity, and degree 
of localization of the inflammatory reaction. The 
body reacts to myriads of injurious agents with a 
single biological reaction, inflammation. It is ap- 
parent that specific measures aimed solely at the 
etiological agent may prove inadequate. On the oth- 
er hand, a therapeutic agent directed at the host- 
response level and capable of modifying defensive 
and reparative processes of localized inflammation 
without depriving the body of its benefits should 


Director, Enzyme » Research Laboratory, Department of Medicine, 
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PHYSIOLOGICAL AND CLINICAL EFFECTS 
OF BUCCALLY GIVEN PROTEASES 


Irving Innerfield, M.D., New York 


The edema that usually accompanies 
inflammation and the fibrosis that often fol- 
lows can hinder recovery by causing dysfunc- 
tion and deformity. Certain proteases are 
available for use in redissolving fibrin de- 
posits, reducing edema, and otherwise keep- 
ing the inflammatory responses of the body 
within bounds. The rational use of proteases 
for this purpose depends on an accurate ap- 
praisal of the existing disease in terms of 
the particular stage, duration, intensity, and 
degree of localization of the inflammatory 
process at the moment. Trypsin, streptodor- 
nase, and streptokinase are active when 
given by either the buccal or the parenteral 
route. The evidence here presented shows 
that they are effective when given by mouth 
in many situations, especially in certain 
localized infections and allergies, in surgery, 
and in dentistry. 


prove valuable. Experimental and clinical reports 
document three significant protease-induced physio- 
logical and clinical effects upon the host response 
to injury. 


Modified Host Response in Hypersensitivity States 


Shwartzman Phenomenon.—Hemorrhagic necro- 
sis and thrombosis of small blood vessels is a con- 
stant feature of both the generalized and local 
Shwartzman phenomena. In 1953 my associates and 
I‘ reported that intravenously given trypsin modi- 
fied the Shwartzman phenomenon. Condie and co- 
workers * observed reversal and inhibition of the 
Shwartzman phenomenon in rabbits after intrave- 
nously given streptokinase. In an effort to correct 
deposition of fibrinoid material and prevent hemor- 
rhagic necrosis, streptokinase was given intrave- 
nously to rabbits at a time when it was known that 
fibrinoid deposits had already formed. This treat- 
ment appeared to reverse the fibrinoid deposition 
and to prevent the development of renal necrosis. 
It was found that this effect was due to streptoki- 
nase and would prevent completely the generalized 
Shwartzman reaction when streptokinase was ad- 
ministered up to four hours after the second intra- 
venous injection of endotoxin. Administration of 
streptokinase resulted in immediate activation of the 
fibrinolytic capacity of the blood which persisted 
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for periods of more than three hours. Similar re- 
sults were obtained with the local Shwartzman re- 
action and the visceral vascular reactions produced 
by a single intravenous injection of endotoxin to- 


-gether with polyethanolsulfonate. It is concluded 


from these studies that deposits of fibrinoid mate- 
rial which occur in the course of a Schwartzman 
reaction are reversible by treatment with strep- 
tokinase and that such treatment prevents the 
progress of the lesions to hemorrhagic necrosis. 

Arthus Phenomenon.—In recent experiments in 
our laboratory, Gilmore observed significant modi- 
fication of horse serum-induced Arthus-type dermal 
sensitivity reactions in rabbits treated with strepto- 
kinase. 

Tuberculin Reaction.—After the administration of 
buccally given streptokinase for three to eight 
weeks to a group of strongly positive tuberculin 
reactors, a marked decrease in dermal sensitivity 
was observed. In another report, Johnson * made 
similar observations after use of intravenously given 
streptokinase. 

Brucellergen Reaction.—Rabbits with acute bru- 
cellosis show decreased dermal sensitivity to Brucel- 
lergen after treatment with streptokinase. It is of 
considerable interest that Brucella agglutinin and 
precipitin titers remain high. This suggests that 
streptokinase induces decreased tissue or dermal 
sensitivity without altering intravascular immune 
phenomena. 

Urticaria.—An illustrative case of urticaria de- 
veloped in a man with a gun shot wound who had 
been treated first with tetanus toxoid and then with 
Clostridium welchii and Cl. septicum antitoxins. 
Five days after antitoxin had been given, urticaria 
developed at the site of the intradermal test and at 
the sites of the antitoxin injection. Oral adminis- 
tration of antihistamine produced a slight dimi- 
nution in erythema but did not reduce the edema 
of the lesion. When streptokinase was administered 
buccally, urticarial erythema and wound edema 
were gone in 48 hours.” 

Contact Dermatitis—Buccal protease therapy 
was employed in 16 patients with contact dermati- 
tis. In addition to a striking drying, antiedema ef- 
fect, there followed rapid reduction in redness, 
swelling, and in limitation of motion and pain. 

Bronchial Asthma.—Several reports suggest that 
proteases act not only as efficient mucolytic agents 
but modify the edema in involved bronchi and 
bronchioles of asthmatic individuals. 


Modification of Inflammatory Edema 


In animal studies, reduction in inflammatory 
edema followed administration of proteases. Martin 
showed reduction of egg white edema in rats after 
parenteral administration of trypsin. Gordon and 
Ablondi ° reported subsidence of mustard oil edema 
of the rabbit eye after intravenously given strepto- 
kinase. I reported reversal of mustard oil edema of 
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the rabbit nictitating membrane after intravenous 
administration of trypsin, streptokinase, or chymo- 
trypsin.” 

Periorbital Edema.—Periorbital edema resulting 
from trauma or infection has responded dramati- 
cally to streptokinase-streptodornase (Varidase) ad- 
ministered buccally. In a series of nine recently 
traumatized patients treated with buccally given 
streptokinase, resolution of the edema was complete 
in three to five days.* Periorbital edema associated 
with acute sinusitis treated with streptokinase was 
resolved in two days.° 

Hematoma and Ecchymoses.—Streptokinase has 
been effective in reversing inflammation and edema 
of ecchymoses and hematomas resulting from trau- 
matic injury, especially to the head and face.* The 
edema fluid present in such cases has a high fibrin 
content; minute thrombi form in neighboring ar- 
teries, veins, lymphatics, and capillaries. Excellent 
results have been reported after buccal administra- 
tion of proteases. Response to streptokinase given 
buccally was noted as excellent in 15 cases and 
good in 1.* In a group including hospitalized pa- 
tients who had been severely beaten, sustaining 
cerebral concussions and suffering multiple contu- 
sions, hematomas of forehead, and ecchymoses of 
the eye and periorbital edema, marked resolution of 
edema and ecchymoses and some signs of hemato- 
mas were seen on the third to the fifth day after 
treatment was initiated. Treatment consisted of one 
streptokinase tablet given buccally every four hours 
for three days. A known hemophiliac who had sus- 
tained a one-half inch laceration of the lower lip 
developed a massive hematoma involving the entire 
lower face and upper neck. One streptokinase tab- 
let was given buccally every three hours for three 
days and as a result there was resolution of the 
hematoma in four days. The blood clotting mecha- 
nism of the patient was not disturbed and healing 
of the laceration progressed rapidly.* 

Acute Joint Inflammation and Sprains.—A pa- 
tient who developed acute bursitis after falling 
down a flight of stairs received streptokinase buc- 
cally for four days without additional treatment. 
Edema resorption and pain diminution after the 
end of treatment was sufficient to permit return to 
work.* Proteases given buccally have been used in 
treatment of sprains, including two patients with 
sprains of unspecified nature * and four with lumbo- 
sacral sprains and associated edema and myositis.'° 
The response in five of these six cases was good. 
Alleviation of pain and improvement in motion 
were noted after three to four days of therapy. 

Edema of Thrombophlebitis.—It was during labo- 
ratory investigation of enzymatic clot dissolution that 
the anti-inflammatory effects of parenterally given 
proteases were first recognized." It was noted that, 
despite persistence of massive thrombi, the sur- 
rounding inflammation was relieved. A major area 
of application of streptokinase given buccally is in 
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the treatment of the edema of thrombophlebitis and 
migratory phlebitis. Fifty-one cases of throm- 
bophlebitis treated with buccally administered pro- 
teases have been reported.'* Reponse to treatment 
was excellent or good in all but one case. In acute 
thrombophlebitis treated with buccally given strep- 
tokinase for three to four days, the usual pattern is 
a loss of pain, tenderness, and overlying redness and 
edema in about 48 hours after initiation of treat- 
ment. Ambulation is generally possible and permit- 
ted in about 72 hours without deleterious effect. 
Chronic thrombophlebitis cases may require slight- 
ly longer treatment, averaging eight days. There is 
no contraindication to the concomitant use of anti- 
coagulants. 

An illustrative case is that of a woman, aged 84, 
with acute iliofemoral thrombophlebitis. Abso- 
lute bed rest and tetracycline therapy caused no 
appreciable change in four days. Buccal therapy 
with streptokinase was started and continued for 
10 days. Within six hours the patient could move 
the leg more freely and there was considerably 
less discomfort and pain along the involved venous 
segment. Edema and erythema were significantly 
less in 24 hours. The patient was ambulant by the 
fourth day of treatment."* 

A diagnosis of chronic thrombophlebitis was 
made in a patient with a complaint of tenderness 
and pain in the lower left leg for six months. The 
only treatment administered was streptokinase buc- 
cally for four days, after which there was marked 
decrease of edema and complete relief of pain.* 
Three cases of migratory phlebitis have been suc- 
cessfully treated with buccally given streptoki- 
nase, two with excellent results and one with good 
results." 

The success of buccal protease treatment for 
thrombophlebitis correlates with the degree of in- 
flammation present. Removal of the inciting factor, 
the thrombus, necessitates much higher enzyme 
dosage, usually 10 to 100 times that found effective 
for anti-inflammatory activity, and is best adminis- 
tered intravenously. 

Edema Incident to Surgical Procedures.—Due to 
their activity in eliminating inflammatory sequelae, 
buccally given proteases have proved a useful ad- 
junct to surgery, both therapeutically and prophy- 
lactically. Reduced edema, induration, and inflam- 
mation permit better approximation of tissue, less 
scar formation, faster healing, and less pain and 
discomfort for the patient. Buccally given strepto- 
kinase has been used as an adjunct in dental sur- 
gery,’* mouth and face surgery, emergency crani- 
ectomy, amputation of gangrenous toes, diabetes 
mellitus, and surgical treatment of pilonidal cysts. 
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A study of 62 patients, 49 treated with buccally 
given streptokinase and 13 controls, ranging in age 
from 12 to 67 years, has revealed the effectiveness 
of this treatment in inflammation resulting from 
removal of impactions, apicoectomy, apicocurettage, 
multiple extractions, and predental surgery.’* These 
procedures might be expected normally, even in 
the light of good surgical procedure, to produce 
pain, edema, trismus, or inflammation. Patients 
were followed postoperatively for intervals of 24, 
48, and 72 hours. The patients to be treated were 
given tablets in the dosage of 20,000 units of 
streptokinase to be taken every four hours. At 
24 hours, 5 of the 49 patients treated with strepto- 
kinase showed moderate edema, while 11 of the 
13 controls showed moderate to severe edema. At 
48 to 72 hours postoperatively, only 9 of the 49 
patients treated with streptokinase showed more 
than slight edema and 1 patient complained of 
severe pain accompanied by minimal edema. Ten 
of the 13 controls showed considerably prolonged 
edema at the same period, while 2 who had only 
slight pain and edema without trismus at 4 hours 
showed good healing by 48 hours. Two controls 
who had severe inflammatory effects were given 
streptokinase and showed exceptional recovery 
within 24 hours. It is of interest to note that the 
streptokinase-treated group included a woman 
who was in the seventh month of pregnancy, a 
hemophiliac, two diabetics, two patients with a 
history of rheumatic fever, one with hypertension, 
one with syphilis, one with chronic arthritis, and 
four patients with allergies. No side-effects or tox- 
icity were noted in these cases. 

After the removal of a carcinoma from the floor 
of the mouth, the patient received streptokinase 
buccally with excellent results. Edema did not 
form at the site of operation and healing occurred 
rapidly.’ In another patient streptokinase was ad- 
ministered buccally for three days after the resec- 
tion of the lower lip with advancement of the 
vermilion border. Immediately postoperatively a 
minimal amount of edema was present, which dis- 
appeared in 24 hours. Healing occurred rapidly.’ 

Prophylactic use of buccally given proteases to 
prevent edema and inflammatory developments is 
a promising new application. It has been effective 
when used prior to eye enucleation, to dental surgi- 
cal procedures, and to craniectomy for brain sur- 
gery. Clinical investigations are under way on the 
prophylactic use of buccally given streptokinase in 
catheterization of veins with indwelling poly- 
ethylene tubes. Kolman reported interesting new 
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applications for this drug in urology. Postcysto- 
scopic urethral edema and stricture formation were 
significantly decreased in patients treated with 
streptokinase. 


Liquefaction and Localization of Acute Infections 


In animal studies, Sherry and associates ‘* have 
shown that the local injection of streptodornase 
into sites of pleural exudation produces a rapid 
degradation of desoxyribonucleo-protein and _ is 
often associated with a striking clinical improve- 
ment of the local area of infection. Ungar and 
Ginsberg '° described the effect of parenteral ad- 
ministration of trypsin on the tissue response to 
implanted surgical gut in the liver. In the rabbits 
treated with parenterally given trypsin, the ring 
of granulation surrounding the surgical gut was 
significantly narrower than that of the controls. 
I reported the effects of parenterally given pro- 
teases on croton oi] and staphylococcic-induced 
abscesses in rabbits. Rabbits treated with saline 
solution developed thick, purulent exudates after 
48 to 72 hours. Rabbits treated with streptokinase 
showed marked clearing of interstitial edema and 
thinned inflammatory infiltrates. 

Abscesses.—Reports have appeared concerning 
30 patients with abscesses treated with buccally 
given streptokinase and antibiotics. Excellent re- 
sults were obtained in 27 patients, good results 
in 2, and no effect in 1. In a series of patients with 
cellulitis excellent response was obtained in 33 
patients and good response in 6. Of the latter, 
four had combined carbuncles and cellulitis. It is 
important to point out that in these reports anti- 
biotics were used along with the enzyme. 

A recent study '® comprised 87 patients attend- 
ing an outpatient clinic of a large municipal hos- 
pital. Each had evidence of an active, localized 
infection involving the skin, scalp, or lip. In a vast 
majority of instances the offending organism was 
Staphylococcus aureus. Other organisms encoun- 
tered were beta-hemolytic streptococci, Staph. 
albus, Escherichia coli, Bacillus subtilis, Aerobacter 
aerogenes, and Pseudomonas. In two instances no 
bacterial growth was obtained. Treatment was lim- 
ited to buccally given tablets containing 10,000 
units of streptokinase every four hours. 

Within 48 hours the abscesses had shown evi- 
dence of adequate resolution or sufficient liquefac- 
tion and localization to permit incision and drain- 
age, which was done in most instances. Irrespective 
of the duration of the infection, once buccal strep- 
tokinase therapy was instituted, one could predict 
that within 24 to 48 hours there would be com- 
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plete resolution or sufficient softening and localiza- 
tion to warrant a simple incision and drainage. 
Buccal enzyme therapy was then continued for 
an additional 24 to 72 hours to ensure uneventful 
healing. The quite remarkable localization effect 
of protease therapy upon acutely infected tissue 
casts considerable doubt upon the unsubstantiated 
view that buccal protease therapy affects the dense- 
ly fibrinous “pyogenic” membrane. If this were so, 
local spread of infection and, indeed, bacteremia 
would follow protease therapy. Since the physio- 
logical effects comprised rapid localization and 
liquefaction, it is probable that proteases diffuse 
through, rather than hydrolize, the pyogenic mem- 
brane; the hydrolytic effect is upon the contained 
exudate, with resultant liquefaction. 

Respiratory Tract Infection—The buccal use of 
streptokinase provides a convenient method for 
managing some types of pulmonary inflammation 
such as chronic bronchitis, bronchiectasis, empy- 
ema, and pleural fistulas. Nine cases of chronic 
bronchitis were treated with buccally given strepto- 
kinase.'* Two responses were excellent; seven were 
good. Thinning of thick secretions of bronchiectasis 
was observed in four out of seven cases treated. 
One patient with a pleural fistula that had been 
draining for many months responded with closure 
after treatment with buccally given streptokinase. 

In another study protease therapy was used in 
patients with thick tenacious respiratory secre- 
tions.'’ The following effects were observed: 1. The 
sputum became thinner, more abundant, easier to 
raise. 2. The cough became more loose, more pro- 
ductive. 3. Accelerated granulation occurred in 
bronchial ulcerations and bronchial pleural fistula 
tracts. 4. In chronically ill patients, there appeared 
weight gain, improved appetite, improved sleep, 
and sense of well-being. 5. Acutely ill patients 
showed rapid resolution of inflammation with early 
subsidence of cough and substernal burning. 

Acne Vulgaris.—An interesting and provocative 
use of streptokinase in acne vulgaris has been re- 
ported.’* In six such patients, five showed excellent 
results and one responded well. The convenience 
of the buccal route lends itself to the management 
of this common complaint. 

Decubitus Ulcers.—Batterman has reported excel- 
lent responses to buccally given streptokinase in 
previously refractory cases of decubitus ulcer. 


Side-effects of Buccal Protease Therapy 


No significant local or systemic reactions have 
been observed to follow buccally given strepto- 
kinase tablets. In about 10 to 15% of patients on 
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therapy with buccally given trypsin tablets, there 
is evidence of mucosal irritation. In 270 patients 
treated, 7 instances of slight to mild glossitis have 
been reported. Systemically the sole side-effect 
after buccal protease administration was an occa- 
sional mild gastrointestinal disturbance character- 
ized by moderate fulness or rumbling of brief dura- 
tion.” The pyrexia and anaphylactic reactions 
encountered on intramuscular administration of 
proteases have not been observed with buccal 
enzyme treatment. Although no adverse reports 
have been made, caution should be exercised in 
the use of protease therapy in patients with blood- 
clotting deficiencies. 


Mode and Site of Action 


The primary mechanism underlying the experi- 
mental and clinical effects of proteases involves 
the diffusion or adsorption of plasminogen acti- 
vators to the fibrin in thrombi or acutely inflamed 
tissue, with activation of intrinsic thrombus or fibrin 
plasminogen into plasmin. Small doses of buccally 
given proteases appear to combine with salivary 
plasminogen to form plasminogen activator which 
diffuses through the buccal mucosa in quantities 
sufficient to activate fibrin plasminogen into plas- 
min. It is of paramount importance to recognize 
that modification of acute inflammation, after buc- 
cal protease therapy, is related to the local forma- 
tion of plasmin at the site of acute tissue injury. 
The cardinal indication for buccal protease therapy, 
therefore, is localized inflammation. This includes 
boils, abscesses, thrombophlebitis, respiratory tract 
infection, traumatic edema, hematomas, acne vul- 
garis, and many other conditions. Antibiotics 
remain the treatment of choice in nonlocalized 
inflammation. 

Clinical utilization of buccal protease therapy 
provides a tool for modifying deleterious effects 
of developmental and reparative phases of the in- 
flammatory reaction in locally injured tissue. Ex- 
cessive exudate accumulation can be curtailed; 
edema fluid can be thinned and drained; tissue 
permeability can be restored; rapid localization and 
liquefaction of infected areas can be achieved. In 
a word, injurious host response to phlogogenic 
stimuli may be significantly modified by buccal 
protease therapy. 

Summary 


There are experimental and clinical disorders in 
which host defensive or reparative responses result 
in excessive tissue edema, destruction, or suppura- 
tion. In such disorders the intensity of host response 
constitutes the disease process. Rapid modification 
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and control of the extent of inflammation follows 
buccal protease therapy due to three physiological 
effects: modified host response in hypersensitivity 
states, decreased tissue edema, and localization and 
liquefaction of exudates. 


20 Knickerbocker Rd., Tenafly, N. J. 
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IMPORTANCE OF HIDDEN “PLUS VALUES” IN EMERGENCY 


RESECTION 


FOR GASTRIC HEMORRHAGE 


Monford D. Custer Jr., M.D., Robert S. Boyd, M.D. 


and 


James A. Miller, M.D., Winchester, Va. 


Although a few earlier surgeons, most notably 
Finsterer,’ have for many years advocated and 
practiced emergency gastric resection for the con- 
trol of massive gastroduodenal bleeding and the 
saving of life, it is actually within the past decade 
that this approach has been repeatedly proved to 
be a sound one. Simultaneous articles by Warren 
and Lanman’ and by Hoerr, Dunphy, and Gray * 
in 1948 helped to bring the problem clearly into 
focus by enunciating most of the principles upon 
which the rationale of such emergency treatment 
rests today. Warren and Lanman took note of the 
inadequacy of nonsurgical methods of treatment by 
pointing out that, of each 20 patients admitted to 
the hospital with massive hemorrhage from peptic 
ulcer, 1 or 2 will die under conservative manage- 
ment and that in patients past middle life the 
mortality rises to a level between 20 and 33%. 
Hoerr and associates were among the first to advo- 
cate the free and early use of x-ray for localization 
of the bleeding lesion and suggested criteria to be 
used in the selection of patients for such emergency 
operations. 

It remained, however, for Crohn,* writing with 
great candor and with the authority of a distin- 
guished medical expert, to lend to the emergency 
surgical approach the type of support needed to 
establish it as a practical measure superior to other 
methods. He pointed to an unsatisfactory gross 
mortality rate of 10.3% in 2,800 medically managed 
patients and stated: “It is becoming increasingly 
clear that a completely passive attitude toward 
upper gastrointestinal bleeding is no longer ten- 
able. Recent advances, coupled with the emer- 
gence of a new attitude by some courageous 
surgeons toward the definitive control of peptic 
ulcer hemorrhage by a direct surgical attack, call 
for serious reappraisal.” Mortality figures in the 
5% range were cited by Crohn in taking a decisive 
stand favoring aggressive surgical therapy, a posi- 
tion which he has since reiterated as recently as 
June, 1957.° Subsequent demonstrations of favor- 
able results in terms of mortality include the series 
of Warthin and co-workers,® who reported 1 death 
in 32 emergency or urgent resections (3%); 


From the Winchester Surgical Clinic and the Winchester Memorial 
Hospital. 

Read in part in Symposium on Massive Upper Gastrointestinal Bleed- 
ing at the 12th Clinical Meeting of the American Medical Association, 
Minneapolis, Dec. 4, 1958. 


The patient with severe hemorrhage from 
the upper gastrointestinal tract presents an 
urgent and difficult problem, especially as to 
the choice between conservative medical and 
direct surgical measures. The authors believe 
that there is justification for prompt laparot- 
omy when the bleeding is massive, and they 
recommend that subtotal distal gastric re- 
section be carried out even if exploration 
fails to locate the source. This operation was 
done in 21 patients, and in 5 no abnormality 
of esophagus, stomach, small intestine, or 
liver could be found. As a group, these 21 
patients had the advantage of prompt de- 
finitive surgery instead of delay and can 
face the future with relative certainty that 
they will be free from subsequent ulcer 
formation and hemorrhage. A careful diag- 
nostic program is assumed to precede such 
intervention. There were two deaths in this 
series. The mortality compares favorably 
with that reported for similar cases managed 
conservatively. 


Mathewson and Sugar,’ who lost 1 patient of 21 
operated on during the acute phase of bleeding 
(4.9%); and a series of 22 consecutive resections 
for hemorrhage, of which one-half were emergency 
in nature, performed by Houck,* with no mortality. 


“Plus Values” in Early Surgical Treatment 


However, the question of medical versus surgical 
treatment remains a controversial one in spite of 
what seems clear documentation of the wisdom of 
early resection. We have come to wonder why this 
should be. On whose side actually is the weight of 
evidence in the familiar argument between the 
surgeon who feels that the bleeding should be 
brought under control by operation and his medical 
colleague who may consider it necessary to hide 
the patient away in order to “save him from the 
surgeon”? This seeming conflict in viewpoint has 
led us to review our own experience in the matter, 
especially in terms of end-results, and to philoso- 
phize a bit regarding the nature of the controversy. 
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We concluded that, in the past, there has been an 
understandable but seriously misleading tendency 
to equate medical and surgical mortality figures 
with total end-results and to overlook thereby cer- 
tain advantages in gastric resection which we feel 
= of major importance beyond the primary saving 
of life. 

Between 1953 and 1958 at the Winchester ( Va.) 
Memorial Hospital, 21 patients had emergency 
gastric resections done by us during the acute phase 
of bleeding. Two patients died, giving a mortality 
of 9.5%. The patients were all men, with an average 
age of 51.7 years. The average preoperative hemo- 
globin level was 8.5 Gm.%, and the average post- 
operative hospital stay was 12.4 days. The results 
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Positive Course of Action.—To apprehensive rela- 
tives faced suddenly and unexpectedly with family 
catastrophe and to the physician charged with the 
responsibility of divining the future in terms of re- 
bleeding, surgical intervention has considerable ap- 
peal. It settles the problem quickly and decisively 
and with mortality prospects proved to be less than 
those to be expected from conservative manage- 
ment. Smythe and associates ° commented on the 
frequency with which patients with hemorrhage 
obviously potentially fatal come to the hospital, are 
promptly operated upon, and do well. In our series 
we have refused surgery to no patient regardless 
of age, delay factors, or general condition, and have 
yet to regret the decision to operate. 


Group B—Patients Alive but with Subsequent Hemorrhage Either Unexplained 


66 Billroth 1 9/11/58 Duodenal Yes 
(resected) 

40 Hofmeister 3/12/56 None found Yes 
(empiric) 

Group C—Patients with Subsequent Hemorrhage Corrected 

32 Billroth 1 1/15/55 None found Yes 


(liver normal) 
(empiric) 


48 Billroth 1 8/10/51 Gastric None 
35 Billroth 1 10/ 7/52 Gastrie None 
33 Hofmeister 11/ 5/53 Duodenal None 
Diesvedeenesacee 59 Billroth 1 12/25/58 Duodenal None 
56 Hofmeister 11/11/55 Duodenal None 
61 Hofmeister 1/ 7/56 Duodenal None 
ree re 2 Hotmeister 9/ 6/56 Duodenal None 
Wosacasanosnsss 57 Billroth 1 5/ 7/57 Gastric and None 
duodenal 

49 Hofmeister 8/19/57 Duodenal None 
46 Billroth 1 8/ 6/57 Empirie None 
| Hofmeister 2/23/57 Duodenal None 
40 Billroth 1 12/23/57 Empirie None 
58 Billroth 1 12/18/57 Gastrie None 
59 Hofmeister 1/21/58 Duodenal None 
Wasiccgisvecive 72 Hofmeister 7/13/58 Duodenal None 
67 Hofmeister 8/ 9/58 Duodenal None 


Type of Pathology, Subsequent 
Case, No. Age, Yr. Resection Date Ulcer Hemorrhage Result to Date 

Group A—Patients Failing to Survive (9.5%) 

44 Billroth 1 5/14/56 None found Yes Continued exsanguination postoperatively; died 15th postoperative 
(empiric) day; total of 17,500 ec. whole blood during 29-day illness; extensive 

esophageal varices and peritonitis at autopsy; no cirrhosis 

Rissixin cdnaaee 7 Hofmeister 9/27/57 Duodenal No Died 20th postoperative day with bronchopneumonia 

(resected) 


or Uncorrected to Date 

Readmitted 4/5/54 and 8/24/56 with melena; anastomotie ulcer by 
x-ray; abdominal vagotomy 8/31/56, with resulting histamine an- 
acidity; readmitted 7/20/58 with melena; x-ray evidence of active 
anastomotic ulcer; treated conservatively with good result 

Hematemesis for 4 days postoperatively, requiring 5,000 ec. blood 
transfusion; readmitted 5/17/56 and 7/23/57 with hematemesis and 
melena; hiatal hernia by x-ray on last admission; repair advised 


Readmitted 8/12/55; 11/9/56; 11/12/56, with hematemesis and melena;: 
esophagoscopy 11/20/56 revealed esophageal varices; splenorenal 
shunt 11/22/56; no further bleeding; asymptomatic; drives truck 


Group D—Uncomplicated Convalescence, No Further Gastrointestinal Symptoms 


Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 


Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 
Satisfactory 


* All patients were men. 


were unsatisfactory in four patients; two (group A) 
died, and two (group B) have had recurrent bleed- 
ing since the operation. Results were satisfactory 
in 17 patients; 1 (group C) required a secondary 
operation, and 16 (group D) achieved primary 
good results (see table). In reviewing our mate- 
rial, we noted the application of three general 
principles: 1. The adoption of a positive course of 
action is superior, in many respects, to the plan of 
watchful and hopeful waiting. 2. Patients were 
provided definitive ulcer treatment. 3. Further im- 
provement in surgical results will derive from 
earlier performance of operation and improved 
diagnosis. 


Definitive Ulcer Treatment.—Subtotal distal gas- 
tric resection, although not a perfect solution, has 
nevertheless been extensively tested during the past 
25 years and has proved a reliable answer to prob- 
lems of complicated peptic ulceration in 85%-90% 
of patients operated on.'° It is of interest that, of 
the 19 survivors in our series, 17 (including one 
who required an additional operation before achiev- 
ing this status) are entirely free of gastric com- 
plaints, have had no further bleeding, and face the 
future with relative certainty in regard to subse- 
quent ulcer formation and/or hemorrhage (see 
table). This stands in decided contrast to the sal- 
vage group of medically treated patients whose 
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future remains clouded by continuing ulcer diath- 
eses with all the problems attendant thereto. 
According to Crohn,’ subsequent hemorrhage will 
occur in from 60% to 74% of the latter group, and 
it is axiomatic that, when it does, not only will the 
same anxieties present themselves but the problem 
will be automatically compounded by advance 
in age. 

Earlier Performance of Operation.—Hoerr, Dun- 
phy, and Gray* have emphasized the fact that 
direct comparison of medical and surgical mortality 
in the treatment of bleeding of this type is without 
meaning, since the surgeon in the past has been 
called on to operate principally on those patients 
whose bleeding has been either so profound or so 
prolonged as to create serious doubt as to survival. 
Among our patients, for example, were one (case 1) 
who had been hospitalized for 14 days and had 
received a total of 13,000 cc. of whole blood prior 
to operation; another (case 5) who had been treated 
by transfusion with 2,000 cc. of whole blood over 
a period of nine days; and two others (cases 7 and 
8) who had been hospitalized for six days each 
and had required total blood transfusions of 4,000 
ce. and 2,500 cc., respectively, to combat active 
bleeding. The advantage of earlier intervention in 
such cases as these is obvious, and it is heartening 
to note that 9 of the last 11 of our resections have 
been performed within 30 hours of admission to 
the hospital. 

Improved Diagnosis.—A glance at the table dem- 
onstrates that, whereas patients in whom resection 
is done for gastric or duodenal peptic ulceration 
achieve almost universally satisfactory results, those 
who are subjected to resection empirically, antici- 
pated pathology having not been found, attain less 
satisfactory results. The patients in cases 1 and 5 in 
our series were subjected to resection because of 
bleeding subsequently proved to emanate from 
esophageal varices; these cases illustrate the pro- 
found diagnostic problems which can arise in the 
face of bleeding. Neither of these patients gave a 
history of alcoholism or hepatitis. One of them 
(case 1), although showing evidence of esophageal 
varices on x-ray, showed negative results on esopha- 
goscopy 30 minutes prior to operation. The other 
(case 5), although eventually found to be bleeding 
from varices, exhibited negative results on esopha- 
gogram and showed, on x-ray, a gastric niche which 
subsequently proved to be artifact. Finally, further 
confusing the situation, the liver proved to be 
normal at operation in both cases. The first patient 
continued to bleed postoperatively and died 15 days 
later of exsanguination and peritonitis; the other 
patient also bled intermittently after operation and 
was finally placed in the satisfactory group only 
after splenorenal venous anastomosis was performed 
22 months later. 

Of the remaining three patients in whom no 
pathology was discovered at operation and blind 
gastrectomy was performed, one (case 4) has bled 
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on two occasions, presumably from a recently dis- 
covered hiatus hernia for which repair is planned, 
and the other two have done well without hemor- 
rhage to the time of writing. 

In short, our problems have been more those of 
diagnosis than technical surgical ones, a situation 
prevailing in spite of the cooperation of the radiol- 
ogists who succeeded in pinpointing the lesion re- 
sponsible for the bleeding in 12 of the 16 cases 
studied preoperatively. It seems apparent that the 
greatest opportunity for improvement in end-results 
lies in the direction of improved diagnosis which 
will spot the anatomic, resectable lesion and will 
exclude esophageal varices or other sources of 
bleeding not benefited by resection. 


Clinical Aspects 


Age.—The average age of our patients, who were 
all males, was 51.7 years, the oldest patient being 
72 and the youngest 32. Nearly all physicians who 
write on the subject of gastrointestinal hemorrhage 
note correlations between (a) a decreasing tend- 
ency for such hemorrhages to cease spontaneously 
after middle age and (b) an over-all increase in 
mortality with advance to middle life and beyond. 
Our own feeling, however, is that the age factor 
may easily be overstressed if it results in limiting 
emergency operation to any particular group. 

As Martin ‘° points out, many instances of uncon- 
trollable hemorrhage occur in the young male, and 
case 7 in our series would seem to be a case in 
point. The patient, aged 35, had bled profusely for 
a period of six days before operation and was found 
to have a lesser curvature gastric ulcer situated 
astride and eroding extensively into the left gastric 
artery. It seems likely indeed that the result would 
have been fatal had this patient been excluded 
from operation by any rigid type of age test. 

On the other hand, as pointed out by Smythe 
and co-workers,’ it is the elderly patient in whom 
one is most tempted to try the conservative ap- 
proach that the very factors which make one re- 
luctant to operate also greatly enhance the risk of 
delay. We feel that age alone should not be decisive 
in excluding operation. 

Surgical Technique.—Once the decision is made, 
the operation is delayed no longer than is neces- 
sary to ensure an adequate supply of blood. The 
immediate goal is to bring the gastroduodenal 
bleeding under quick control, and to then give 
transfusions until the patient’s hemoglobin value is 
at a safe clinical level, after which the operation 
may be completed in orderly fashion. We have 
been repeatedly impressed with the similarity be- 
tween the improvement occurring on the control 
of the bleeding in these cases and that resulting 
from the clamping of an offending uterine tube in 
the case of severe hemorrhage resulting from rup- 
ture of an ectopic pregnancy. With the exception 
of one case, we have relied on rapid devasculariza- 
tion of the greater and lesser curvatures of the 
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stomach and proximal duodenum to produce such 
control, a procedure requiring from 10 to 15 min- 
utes. In case 17, however, the patient’s condition 
was so critical that it was necessary to manually 
compress the eroded pancreaticoduodenal artery 
while hemostatic suture ligatures were placed in 
the base of the duodenal ulcer before proceeding 
with resection. 

The opinion has been previously expressed by 
Baker and associates,'’ as well as by Warren and 
Lanman ” and others, that exclusion of a duodenal 
ulcer is a satisfactory procedure provided the duo- 
denum itself is transected and provided the bleed- 
ing from the ulcer has been controlled. We have 
not hesitated to utilize this principle when it ap- 
peared helpful, and of the 13 duodenal ulcers in 
the series 7 were excluded and 6 resected. 

Gastrointestinal continuity was reestablished by 
whichever narrow-stoma technique seemed safest 
and easiest in the given situation. The Schoemaker 
modification of the Billroth 1 operation was utilized 
in 10 instances and the Hofmeister modification of 
the Billroth 2 in 11. 

Length of Operation.—In analyzing 35 patients 
who had been subjected to either emergency or 
urgent resection for bleeding, Smythe and his asso- 
ciates ° found that the mean operating time for the 
8 patients who died was two hours longer than that 
of the 27 survivors. This is an important point, for 
such patients, as a group, are exceedingly poor 
operative risks. Even in this enlightened era where 
premium on speed is properly minimized, it seems 
obvious that emphasis should be placed on decisive 
moves which result in control of bleeding, resection 
of the stomach, and restoration of continuity in a 
minimum of time consistent with sound surgical 
principles. The longest time required for operation 
in our series was 4 hours and 5 minutes, the short- 
est 1 hour and 50 minutes, and the average 2 hours 
and 50 minutes. 

Empiric Resection.—We have taken the position, 
along with Gray and others,’ that, in the absence 
of demonstrable pathology in the liver, stomach, or 
small intestine, one should proceed without hesi- 
tation to distal subtotal gastric resection. Such 
empiric resection has the advantage of saving the 
surgeon from prolonged searching for obscure 
bleeding sites and allowing him to proceed along 
a planned course to a conclusion which has proved, 
on balance, to be productive of good results. Of 20 
blind resections performed at the Mayo Clinic and 
reported by Gray and co-workers, '** pathology ac- 
counting for the bleeding was discovered in 8 of 
the resected stomachs when examined in the lab- 
oratory. 

Complications.—Aside from fatal peritonitis in 
case 1 and fatal bronchopneumonitis in case 2, 
major complications were of about average occur- 
rence and included one nonfatal pulmonary em- 
bolus, one case of pulmonary atelectasis, one case 
of partial wound disruption, and a patient in whom 
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the distal esophagus was perforated by the pre- 
operative inflation of the proximal bag of a Patton 
tube inserted for esophageal tamponade. The right- 
sided pleural contamination which resulted in this 
case was easily controlled by a single chest aspira- 
tion and the administration of antibiotics. 


Comment 


Subtotal gastric resection has proved reliable 
in the treatment of at least 85% of peptic ulcers 
in which surgery was indicated by the usual com- 
plications of perforation, obstruction, history of 
previous bleeding, or intractability. This generally 
accepted percentage of permanently satisfactory 
results can, with propriety, be projected for the 
relatively smaller group of patients in whom the 
indication for surgery happens to be the emergency 
control of massive bleeding. This, to a certain ex- 
tent, is in the nature of a free dividend on an op- 
eration undertaken essentially for the saving of life. 

Our attention is attracted, in reviewing these 21 
cases, to the 5 patients subjected to exploratory 
operations with the expectation of finding gastro- 
duodenal ulceration but in whom no pathology was 
found. The clear indication is for increased em- 
phasis on early and accurate diagnosis. With this 
object in mind, and borrowing liberally from many 
excellent articles '* which document the value of 
the various procedures employed, we have evolved 
an intensive diagnostic program designed to bring 
to bear on a given situation of bleeding all the 
principal procedures which are helpful in differ- 
entiating between hemorrhage from ulcer and that 
from esophageal varices or other sources. The pro- 
gram is initiated immediately upon admission of 
the patient to the hospital and is integrated with 
other laboratory studies such as determination of 
blood factors and cross-matching for transfusion. 
It includes (1) routine sulfobromophthalein (Brom- 
sulfalein) retention studies, (2) determination of 
the blood ammonia level, (3) immediate and un- 
inhibited fluoroscopic examination of the upper 
gastrointestinal tract with barium, and, whenever 
indicated, (4) emergency esophagoscopy. The de- 
partments of radiology and clinical pathology have 
been most cooperative in helping to implement this _ 
program, and we find that all results can be readily 
available within three to four hours after admission 
of the patient to the hospital. 

Summary and Conclusions 

Twenty-one consecutive patients were subjected 
to subtotal gastrectomy on an emergency basis for 
the control of massive upper gastrointestinal hem- 
orrhage in its acute phase. Two patients died, 
giving a mortality of 9.5%. The fact that the surviv- 
ing patients were afforded definitive ulcer treatment 
is of greatest importance and has been insufficiently 
emphasized in the past. The early and intensive 
employment of improved diagnostic techniques of- 
fers the possibility of real improvement in selecting 
for operation those patients with hemorrhage who 
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will benefit from resection and in consigning to 
more appropriate types of therapy those who 
will not. 


4 S. Stewart St. (Dr. Custer). 
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MICROBIAL 


The extensive use of antibiotics in recent years 
and the resultant development of antibiotic-resist- 
ant strains of micro-organisms have made it in- 
creasingly important to determine the drug sensi- 
tivity of the causative agent in a bacterial or 
mycotic infectious process. The more sensitive 
organisms are killed by low dosages of antibiotics 
while the resistant strains survive, becoming pro- 
gressively more resistant. 

Moreover, the constantly increasing arsenal of 
antibiotics and other therapeutic agents available 
to the physician has placed a demand on the lab- 
oratory to provide information about the sensitivity 
or resistance of organisms to those compounds. The 
necessity for such information is made more acute 
by the recognized variations in sensitivity normally 
inherent in a species and the fact that some strains 
possess or may develop resistance to those agents 
in vitro as well as in vivo. Lind and Swanton ' 
pointed out that the promiscuous clinical applica- 
tion of specific antibiotics and the general misuse 
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SENSITIVITY TEST IN 
TRACT INFECTIONS 


Khurshid A. Mian, M.P.H., Ann Arbor, Mich. 


MANAGEMENT OF URINARY 


Prompt determination of the causative 
organism and of its sensitiveness to various 
antibiotics is important in cases of infection. 
The test here described involves the use of a 
special culture medium and antibiotic disks. 
The medium contains whole blood and is 
spread, with the inoculum, on plates. After 
incubation, the presence of bright red zones 
about certain disks indicates the antibiotics 
to which the predominant organism is sensi- 
tive. The method has been applied in a study 
of 789 specimens from urinary infections, in 
which the organisms most frequently found 
were Escherichia, Proteus, and Streptococ- 
cus. Patients who had been refractory to 
prolonged empirical therapy responded 
quickly, in nearly every case, to therapy 
based on this testing of the causative 
organisms. 
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of several antibiotics with unsatisfactory results 
was due in part to the delay by laboratories in 
providing the physician with information concern- 
ing the identity of a micro-organism and its re- 
sponse to one or more antibiotics. From the prac- 
tical viewpoint, the laboratory can be of definite 
assistance to the physician in reducing the time 
required for setting up a therapeutic regimen by 
reporting the sensitivities even before identifying 
the micro-organisms. 

The method of testing for sensitivity should be 
reliable, relatively inexpensive, and rapid; when 
used as a guide to therapy, it is of definite value to 
the physician and to the patient. The choice of 
method also seems to influence markedly the re- 
sults of testing. Jackson and Furland reported a 
wide range of values when the sensitivity to anti- 
biotics of the same organism was studied by four 
different methods. 

The two methods of testing sensitivity that are 
now in general use are (1) the “tube dilution 
method,” in which the inhibition of bacterial 
growth is observed serially in diluted antibiotic 
broth; and (2) the “disk plate method,” originated 
by Vincent and Vincent,’ in which the inhibition 
of bacterial growth on solid mediums is observed 
around a paper disk containing a known amount 
of an antibiotic. 

Broom and co-workers,’ with use of disks to 
determine the sensitivity of micro-organisms, 
showed that good correlation was obtained with 
the patient’s response to therapy based on these 
tests. Their results showed the indispensability of 
sensitivity testing from the clinical standpoint, and 
demonstrated the practicability of the disk tech- 
nique in routine diagnosis. Vincent and Vincent * 
and Bondi and co-workers‘ outlined procedures 
that offered the advantages of simplicity of per- 
formance and reduction in the time required for 
accurate results. 

Trafton and Lind,” in a study of urinary infec- 
tions, pointed out that sensitivity testing by the 
disk method permitted a rapid, accurate, and in- 
expensive determination of the susceptibility of 
micro-organisms to the various antibiotics. They 
suggested that physicians should be encouraged to 
use these tests routinely and reported clinical data 
showing that the disk method gave a reliable guide 
for antibiotic therapy and possible prognosis. 

Koch and Bourgeois* used disks to determine 
the resistance of staphylococci and showed that 
the disk method correlated in every instance with 
results obtained by the twofold dilution technique. 
The tube dilution method, because of the time and 
materials involved, is not suitable for routine diag- 
nostic work and has not offered any advantages 
over the disk method for clinical procedures. 

This new method of determining microbial sus- 
ceptibility to antibiotics and other therapeutic 
agents has been adapted by modifying the “base” 
and “seed layer” techniques, with 15% hemoglobin 
in the base layer as a color indicator.’ The oxy- 
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hemoglobin in the blood is reduced by the seed 
layer containing the inoculum of micro-organisms, 
and the color of the blood changes from bright red 
to purple. On the other hand, in areas adjacent to 
the antibiotic disks the metabolic activity of the 
micro-organisms is destroyed by diffusion, and no 
changes occur in the blood. 


Materials 


The materials required for our test include the 
following inoculum: clinical specimens of urine, 
preferably catheterized in cases of female patients 
and second-glass specimens in cases of male pa- 
tients, spun down for 10 minutes at 2,500 revolu- 
tions per minute in sterile centrifuge tubes. The 
supernatant is discarded and the sediment used as 
inoculum. Petri plates, 150 mm. in diameter, are 
covered with a thin layer of the medium and 15% 
whole citrated blood (base layer, hemoglobin indi- 
cator). 

The following medium has been developed for 
rapid sensitivity determination. The medium is 
highly nutritious and supports and increases the 
metabolic activity of all pathogenic micro-organ- 
isms. It does not inhibit the examination of patho- 
genic bacteria for sensitivity to various therapeutic 
agents. 

Formula and Preparation of Medium.—The me- 
dium used in this test consists of 200 Gm. of beef 
heart infusion, 150 Gm. of calf brain infusion, 100 
Gm. of potato infusion, 10 Gm. of proteose peptone, 
5 Gm. of sodium chloride, 2.5 Gm. of disodium 
phosphate, 10 Gm. of dextrose, and 15 Gm. of agar. 
Mix calf brains and beef heart muscle, free from 
fat, with water by stirring and infuse for one hour 
at room temperature. Heat the infusion to 55 or 60 
C and maintain at this temperature for two hours; 
then filter the infusion through two layers of gauze, 
pressing as much liquid as possible out of the 
meat. Heat to boiling; filter through filter paper. 
Place peeled potatoes in a gauze bag and sub- 
merge in water, boiling until soft, approximately 
30 minutes. Cool the extract to room temperature 
and clarify by centrifugation at 35,000 revolutions 
per minute. Mix this clarified potato extract with 
brain-heart infusion. Add proteose peptone, sodium 
chloride, and disodium phosphate; let it dissolve 
and keep warm at 55 C for one-half hour. Add agar 
and adjust pH to 7.6. Boil gently in water bath for 
one hour at 100 C. While boiling add dextrose, a 
little at a time. Add sufficient distilled water to 
restore to original volume. Filter through gauze 
and dispense in screw-capped tubes, approximately 
20 cc. in half and 5 ce. in the other half. Autoclave 
for 15 minutes at 121 C. The final pH should be 
7.4. Always adjust the pH with 1% normal sodium 
hydroxide solution. Store in refrigerator until ready 
for use. 

Antibiotic Disks.—Standardized impregnated 
disks can be utilized. Two concentrations of each 
therapeutic agent were used with respect to the 
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gram-reactions of the organisms. In case of mixed 
organisms a combination of both the groups was 


used. Experimental Methods 


Technique of the Test.—Melt one tube containing 
20 cc. of the medium and one tube containing 5 cc. 
for each rapid sensitivity test to be done. Prepare 
a 150-mm. Petri dish by spreading 3 cc. of human 
blood (from a blood bank) over the bottom of the 
dish. Cool the tube containing 20 cc. of the medium 
to 45 C and pour it into the blood in the bottom of 
the Petri dish. Rotate the plate quickly to get an 
even distribution of blood and to obtain a lump- 
free plate, then flame to destroy any air bubbles on 
the surface of the blood and agar mixture. Allow 
to solidify. (Petri plates containing base layer can 
be kept on hand previously prepared and stored in 
a refrigerator.) 

Make a smear from the sediment and examine 
for presence of bacteria. If there are 20 or more 
organisms per oil immersion field, use 2 cc. of this 
sediment as inoculum. 
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Fig. 1.—Significance of size of inoculum as related to 
incubation time. 


Cool the 5-cc, tube of medium to just above the 
solidification point, then add inoculum. Quickly 
mix the inoculum and seed layer agar and pour 
over the base layer to make a thin, smooth layer of 
inoculum. Allow to solidify. Place antibiotic disks 
over the seed layer and incubate at 37 C. After two 
hours of incubation check the plate for bright red 
zones around the antibiotic disks. If the zones are 
not distinct replace the plate in the incubator and 
check every half-hour until the zones are readily 
apparent. Then allow plates to sit at room temper- 
ature for 15 to 20 minutes and examine the plates. 

Evaluation of the Test.—In this rapid method of 
sensitivity testing interpretation is based on the 
presence or abs_nce of distinct bright red zones of 
inhibition around the disks. The diameter of the 
zone is not an indication of the effectiveness of the 
therapeutic agent against the micro-organisms, nor 
can the effectiveness of one agent against another 
be determined by the relative size of the zone of 
inhibition. 
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The size of the zone of inhibition may depend 
on several factors besides antimicrobial activity of 
an agent. Such factors include (1) the rate of 
diffusion of the agent through the medium, (2) the 
amount of moisture, (3) the metabolic rate of the 
organism, and (4) the depth of the seed layer agar. 

Certain factors play an important part in in- 
fluencing the results of sensitivity tests. One factor 
is the composition of the medium. Since no medium 
gives conditions similar to those in vivo, it is diffi- 
cult to choose the one in which the optimum acti- 
vity of a drug may be observed. The formula modi- 
fication in this laboratory has been found to give 
excellent results. It was also observed that by 
addition of 50 cc. of Levinthol stock * per 1,000 ce. 
of medium the metabolic rate of such micro-organ- 
isms as Hemophilus was promoted. 

The second factor is the size of the inoculum. 
It was found that with gram-positive organisms a 
large inoculum was better, but that gram-negative 
organisms needed a comparatively small inoculum. 
Very small numbers of organisms in the inoculum, 
10 per oil immersion field, prolonged the incuba- 
tion time (fig. 1). Normally a sensitivity study was 
ready for interpretation within four and one-half 
hours, at which time there were 30 organisms or 
more per oil immersion field in the sediment. It 
has been estimated that results would be quicker 
if 1.0 to 1.5 cc. of inoculum (sediment) was 
used. This is true in cases of gram-positive organ- 
isms but, for gram-negative organisms, only 0.5 
to 1 cc. of inoculum containing 30 or more organ- 
isms per oil immersion field would be necessary to 
yield reliable results. 

On the other hand, when less than this quantity 
of inoculum was used it prolonged the time of 
incubation so much that with 0.25 cc. of inoculum 
it took almost nine hours to establish the results 
of the test. The size of the inoculum depends on 
the number of organisms present per oil immersion 
field in the sediment. If there are fewer organisms 
then more inoculum is necessary, and vice versa. 

The third factor is the significance of incubation 
time. It was found that when this was prolonged 
beyond the time of appearance of inhibitory 
(bright red) zones, deterioration or inactivation of 
metabolism-promoting substances took place, and 
the zones of inhibition decreased. Therefore it was 
necessary to keep the plates at room temperature 
or low temperatures after inhibitory zones ap- 


peared. Results 


Genitourinary infections rank second only to 
upper respiratory infections in incidence, and des- 
pite the fact that the offending organisms often 
can be isolated and identified easily, successful 
treatment of these infections frequently challenges 
the physician’s ability. The selection of an appro- 
priate agent for use in a specific case of urinary 
tract infection, the nature and number of infective 
agents, the presence or absence of lesions, the 
nature and presence of dysfunctions in organs 
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other than the urinary tract, the sensitivity of the 
patient to drugs, and the antibacterial suscepti- 
bility of the invading organisms are some of the 
considerations which prevent the laying down of 
hard and fast rules. Assuming that the focus, ex- 
tent, and type of infectious process have been de- 
fined, then the choice of antimicrobial agent 
depends perhaps most importantly on the sensitivity 
determination of the micro-organisms to various 
antibiotics and therapeutic agents, after the identi- 
fication of the bacteria. 

Taking into consideration the incidence of urinary 
tract pathogens it has been noted from a study 
carried on in this hospital from 1953 to 1958, com- 
prising 6,870 cultures from urinary infections, that 
while many gram-positive and gram-negative bac- 
teria have at one time or another been implicated, 
only a relatively small number occur repeatedly and 
frequently (see table). Gram-negative bacilli were 
encountered almost three times as frequently (73%) 
as gram-positive cocci (27%). In the latter group 
enterococci occur about two times as frequently as 
the other cocci. Obviously, urinary tract infections 
are most frequently associated with bacteriological 
phenomena normally indigenous to the intestinal 
tract (95%). The bacteriological examination of 
urine specimens in our laboratory was completed 
within 24 hours. Complete identification of the of- 
fending organisms was made and their relative 
antibiotic susceptibility was determined two to five 
hours after collection of specimens. 

Some clues to the morphology and possibly the 
generic identity of the organisms on direct smear 
were given the physician within one-half hour of 
collection of specimens. This information, coupled 
with the antibiotic susceptibility tests and knowl- 
edge of pharmacological behavior of the different 
antimicrobial agents, permitted physicians to insti- 
tute appropriate therapy rapidly. 


Incidence of Urinary Tract Pathogens Found from 1953 to 
1958 in 6,870 Cultures at St. Joseph Mercy Hospital 


Rate of 
Organism Occurrence, 
% 

Paracolobactrum, including Salmonella types.......... 22 
Streptococcus (enterOCOcci ) 18.2 
Staphylococcus pyogenes var. albus and aureus...... 6.8 
Alpha hemolytic streptococci 1.4 


Correlation with Clinical Results.—It has been 
found previously that patients’ responses to therapy 
varied in direct ratio to the sensitivity of the infect- 
ing organisms, as determined by in vitro tests. In 
735 clinical trials 725 of 789 (98.7%) antibiotic sensi- 
tivity tests agreed, an excellent rate of correlation. 
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It was also noted that patients who had been 
refractory to prolonged empirical therapy respond- 
ed quickly to therapy instituted after testing of the 
causative organisms. Of course, no testing methods 
can be expected to give 100% satisfactory results 
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Fig. 2.—Time required to evaluate microbial sensitivity test. 


because of the many factors other than the sensi- 
tivity of the organism which enter the clinical 
picture. But this study reveals the highest percent- 
age of correlation ever found with disk technique. 

In this study 70% of the tests could be read in 
two to four hours, 92% within six hours, and only 
2.8% required overnight incubation (fig. 2). Thus 
it is possible to determine the morphology of the 
bacterial flora in a urine smear and ascertain the 
antibiotic susceptibility, all within a period not 
exceeding 5 hours, as compared to the standard 
methods which depend on the appearance of visible 
growth and usually require 18 to 24 hours of incu- 
bation after an organism has been isolated. 

The widespread use of a rapid and accurate test 
such as this would be most helpful in the manage- 
ment of urinary tract infections and moreover 
would reduce the hazards attendant on a less dis- 
criminating method of choosing among the many 
useful antibiotic and chemotherapeutic agents that 
are now available. It is suggested that a method 
such as this should be employed routinely in every 
clinical laboratory. 

Summary 


The method of microbial sensitivity testing em- 
ployed in this study is based on hemoglobin re- 
duction, a modification of base and seed layer 
technique. Tests were made on 789 clinical speci- 
mens from patients with urinary tract infections, 
and 98.7% successful results were obtained. The 
tests can be set up in an ordinary clinical laboratory 
within 10 minutes, the results are easily read, and 
the same antibiotic-impregnated disks can be used 
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INCREASING SERIOUSNESS OF RESISTANT URINARY INFECTIONS 
WITH AEROBACTER AEROGENES 


CURRENT EFFECTIVENESS OF KANAMYCIN 
John K. Lattimer, M.D., Harry Seneca, M.D., Hans H. Zinsser, M.D. 


and 


Olga Troc, New York 


Urinary infections due to resistant strains of 
Aerobacter aerogenes are becoming a serious prob- 
lem in the eastern United States. “Hospital strains” 
of resistant A. aerogenes have been suspected, 
similar to the “hospital strains” of staphylococci 
which are currently causing so much concern across 
the country. The trend toward increasing numbers 
of resistant infections with A. aerogenes has been 
noted only in the time interval since the widespread 
use of antibiotic therapy, and it has been con- 
jectured that this use has indeed been the cause of 
the development of more and more resistant strains 
of this organism. 

The clinical data which we have collected here 


Resistant urinary infections with Aerobacter 
aerogenes were found to be on the increase 
because of quick mutation to resistant strains. 
Data were obtained from 20 strains of A. 
aerogenes and 8 strains of Escherichia coli 
selected from acutely infected patients. The 
results showed that the appearance of re- 
sistant forms was associated with chronic 
rather than acute infections. The seriousness 
of this situation has been reflected in the 
rising mortality whenever septicemia due to 
A. aerogenes is encountered. Drug resistance 
studies led to the speculation that some anti- 


tend to support not only the view that A. aerogenes bacterial chemical may ultimately hold more 
infections are now more frequent but also that the promise than antibiotic preparations. Study 
higher incidence occurs among the patients who of biochemical differences in resistant organ- 
have chronic urinary infections rather than acute isms may bring an entirely new approach to 
infections. By experimental means we have at- the problem of drug resistance. Present prac- 
tempted to verify the assumption that A. aerogenes tice is to defer any operation or instrumenta- 
has the ability to develop drug resistance more tion of the urinary tract, if A. aerogenes is 
rapidly and more effectively than Escherichia coli. found to be present, until resistance studies 
In our experimental laboratory for urologic infec- indicate that an effective drug, or combina- 


tion of drugs, is available in case of trouble. 


From the Squier Urological Clinic, Presbyterian Hospital, and 
Columbia University College of Physicians and Surgeons. 
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tions, we have documented the interesting ability of 
A. aerogenes to mutate quickly to highly resistant 
forms, whereas Esch. coli cannot. 

Between 1940 and 1948, Wilhelm and Orkin,’ in 
another hospital in New York City, noted an in- 
crease from 7 to 49% in the proportion of urinary 
infections which were due to A. aerogenes. A simi- 
lar trend in the increase of urinary infections with 
this organism at the Presbyterian Hospital in New 
York City * has prompted us to study this phenome- 
non in some detail. It was noted here that the per- 
centage of acute infections of the urinary tract 
which could be attributed to A. aerogenes was only 
14, but that the percentage of chronic infections 
with A. aerogenes as the causative organism had 
jumped to 39. The proportion of infections due to 
other organisms, such as Esch. coli and Proteus 
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vulgaris, remained unchanged when the acute in- 
fections were compared with the chronic infections 
in this group of patients (fig. 1). 

It was readily apparent that the increase in num- 
bers of chronic urinary infections due to A. aero- 
genes was related to the more rapid development 
of resistant forms by this organism. A trend toward 
increasing antibiotic resistance among all coliform 
organisms was noted some years ago by Kirby and 
co-workers,* but the interesting ability of A. aero- 
genes to develop drug resistance rapidly has been 
of particular interest to us. The seriousness of this 
phenomenon has been reflected in the rising mor- 
tality whenever septicemia due to A. aerogenes was 
encountered. In our hospital, during the past five 
years, the percentage of deaths from septicemia due 
to A. aerogenes was 60, almost double that from 
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Fig. 1.—Organisms causing urinary infections in hospital in 1958. 
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sepsis due to Esch. coli (38%). Within the past 
two years this has become especially noticeable, 
with a still sharper rise in deaths due to A. aero- 
genes septicemia in 1957 (fig. 2). It is notable that 
in all but 1 of our 10 recent patients with A. aero- 
genes septicemia the probable origin was in the 
urinary tract. As a consequence, we have become 
cautious about operating on patients who have a 
urinary infection with A. areogenes until bacterio- 
logical studies have given us some assurance that 
we will be able to control any serious infection 
which may occur during the postoperative period. 


Experimental Studies of Drug Resistance 


In order to verify our suspicion that A. aerogenes 
can mutate to resistant forms more rapidly than 
Esch. coli, 20 strains of A. aerogenes and 8 strains 
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of Esch. coli were selected from our acutely in- 
fected patients. These strains were recultured in 
subinhibitory concentrations of tetracycline, and 
increasing levels of resistance to tetracycline were 
thereby induced. It was found that all strains (ex- 
cept one) of Esch. coli did not become more re- 
sistant than 25 mcg. per milliliter, no matter how 
hard we tried. One strain of Esch. coli did achieve 
resistance as high as 250 mcg. per milliliter but died 
out quickly on subculture at this level. By compari- 
son, the strains of A. aerogenes rapidly became 
resistant to high levels of tetracycline, with four 
of the strains achieving resistance to 850 mcg. per 
milliliter of tetracycline. All strains of A. aerogenes 
tested could be artificially induced to quickly 
achieve levels of resistance in excess of 100 mcg. per 
milliliter. This put them far beyond the reach of 
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the ordinary therapeutic blood levels achieved with 
clinical doses of tetracycline. This ability of A. aero- 
genes to mutate, or change, to resistant forms more 
rapidly than Esch. coli, in vitro, confirmed our 
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Fig. 2.—Mortality from septicemia due to Aerobacter 
aerogenes. 


assumption that the rise in chronic clinical infections 
with A. aerogenes is probably due to this type of 
phenomenon. 

To date, medical science has been fortunate in 
that there has been a continuous parade of new 
antibiotics and new antibacterial chemicals dis- 
covered, many of which are effective, for a time, 
against the organisms which have developed resis- 
tance to other drugs. The most recent effective new 
drug is kanamycin, to which most of our strains of 
A. aerogenes are currently sensitive. Judging from 
experience with other drugs, resistance to kanamy- 
cin may soon develop, and it will be necessary to 
discover further antibacterial medications in order 
to keep this organism under control. 

One of our other experiments,‘ not directly re- 
lated to the A. aerogenes problem, produced some 
interesting findings in relation to the effectiveness 
of antibiotic drugs versus antibacterial chemicals. 
When the drug resistance of strains of Staphylococ- 
cus aureus was artificially raised against a number of 
antibacterial and antibiotic drugs, it was found that 
two antibacterial chemicals, namely, nitrofurantoin 
and sulfadiazine, were much more effective than 
the other antibiotic drugs or derivatives which were 
tested (fig. 3). Extremely high levels of resistance 
against penicillin, tetracycline, and chloramphenicol 
could be achieved, but no increase in resistance 
could be propagated against nitrofurantoin or sul- 
fadiazine. This led us to speculate that some anti- 
bacterial chemicals may ultimately hold more 
promise than antibiotic drugs such as penicillin. 

Incidentally, at high levels of drug resistance, 
cross-resistance against other drugs became ap- 
parent. This capacity of highly resistant organisms 
appeared to us to be interesting and somewhat 
alarming. It pointed up the necessity for new ap- 
proaches to the problem of drug resistance. 

Whenever organisms were encountered which 
were completely resistant to all drugs, when tested 
by the disk method, it was almost always possible 
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to detect partial susceptibility to some drugs if the 
serial tube dilution technique of drug susceptibility 
testing was employed. This was of great practical 
help in selecting proper therapy for highly resistant 
infections. 

Because the ever-necessary search for new anti- 
bacterial or antibiotic drugs is likely to encounter 
the law of diminishing returns, our Squier Clinic 
experimental bacteriological laboratory is now hard 
at work endeavoring to determine biochemical dif- 
ferences between resistant forms and sensitive forms 
of the same organism in the hope that this will lead 
us to new channels of attack on the problem. 


Comment 


Resistant urinary infections with A. aerogenes 
were found to be on the increase because A. areo- 
genes quickly mutated to resistant forms; Esch. 
coli did not. Resistant forms were found harder to 
eradicate, and septicemia due to resistant organisms 
was much more lethal. 

Experimentally induced resistance could be 
pushed much higher against the antibiotic drugs 
than against certain antibacterial chemicals. The 
most effective drug for therapeutic use could only 
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Fig. 3.—Maximum drug resistance which could be arti- 
ficially induced with penicillin, tetracycline, chlorampheni- 
col, erythromycin, sulfadiazine, and nitrofurantoin. 


be determined by doing susceptibility studies on 
each new organism encountered. As of 1958, the 
drugs which were tested for susceptibility with the 
most chance of success against A. aerogenes were 
kanamycin, chloramphenicol, novobiocin, sulfadia- 
zine, penicillin, streptomycin, nitrofurantoin, eryth- 
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romycin, and oleandomycin. If the disk method 
indicated resistance to all drugs, serial tube dilution 
techniques sometimes revealed partial drug sus- 
ceptibility at higher drug levels. 

The development of cross-resistance at high levels 
of drug resistance was somewhat alarming, and the 
never-ending search for new drugs is becoming 
more difficult. For these reasons we are especially 
interested in studying the biochemical differences in 
resistant organisms in the hope of bringing about 
an entirely new approach to the problem of drug 
resistance. 


620 W. 168th St. (32) (Dr. Lattimer). 
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This study was supported in part by the Bristol Labora- 
tories, Inc., New York. 
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Review of the current literature on chlorpropa- 
mide (Diabinese), one of the orally given hypo- 
glycemic agents on clinical trial in the treatment 
of diabetes mellitus, reveals only minor toxic re- 
actions. These include pruritic dermatitis, dizziness, 
palpitation, drowsiness, nausea, jaundice, and mild 
hypoglycemia. Although it is recognized that this 
drug has a slightly greater hypoglycemic effect than 
other such orally given agents, particularly tolbuta- 
mide, no serious hypoglycemic reactions have been 
reported to our knowledge. Smith and Dube,’ in a 
study of 41 diabetic patients receiving chlorpropa- 
mide, noted no instances of hypoglycemia. Murray 
and co-workers * reported no instances of hypogly- 
cemia in 43 patients receiving as much as 1 Gm. of 
the drug daily. In 35 patients receiving 1 Gm. of 
chlorpropamide daily, Tornow and associates ° re- 
ported hypoglycemic reactions marked by confu- 
sion, tachycardia, and hyperhydrosis in 3. The blood 
sugar levels were never lower than 60, 63, and 67 
mg.%. All responded readily to glucose admin- 
istered orally or intravenously, and, when the dose 
was reduced, symptoms did not recur. West and 
McCampbell * noted no toxic effects in their study 
but two patients with symptoms of headache and 
tremulousness were found to have blood sugar lev- 
els lower than 55 mg.%. 
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SEVERE HYPOGLYCEMIC SHOCK DUE TO CHLORPROPAMIDE 
Lieut. John Robert Coates 


Capt. Jacob John Robbins, (MC), U. S. Navy 


An 88-year-old woman patient had re- 
ceived 250 mg. of chlorpropamide daily for 
two weeks as a substitute for insulin therapy. 
When the blood sugar level was found to be 
220 mg.%, the dosage was increased to 
250 mg. twice daily. After one day, the pa- 
tient was hospitalized in coma but was re- 
leased from the emergency room after 
apparent complete recovery. On the next 
morning, she was again hospitalized in deep 
coma and the blood sugar level was 31 
mg.%. The next morning it was 8 mg.%. 
Dramatic recovery was brought about by in- 
travenous administration of dextrose and 
supplementary feedings. It would appear 
mandatory that patients receiving chlorpro- 
pamide be kept under close clinical observa- 
tion, with frequent blood sugar level deter- 
minations. 


It is the purpose of this communication to report 
the occurrence of severe hypoglycemic shock, pro- 
longed despite treatment over a period of at least 
36 hours, with blood sugar levels recorded as low as 
8 and 31 mg.% in an 88-year-old patient who had 
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received 0.25 Gm. ot chlorpropamide daily for two 
weeks and 0.5 Gm. on the day prior to the onset of 
deep coma. 

Report of a Case 


An 88-year-old woman had been under treatment 
for diabetes by her private physician for a number 
of years. On a regimen of dietary management and 
10 to 15 units of NPH insulin, her condition had 
been well controlled, with fasting blood sugar lev- 
els ranging from 90 to 160 mg.%. There was no 
prior history of shock or coma. Two weeks before 
admission chlorpropamide in a dosage of 250 mg. 
daily was substituted for insulin. On the day before 
admission, the blood sugar level was found to be 
220 mg.% and the dose of the drug was increased 
to 500 mg. Accordingly, she received 250 mg. in the 
morning and a similar dose with the evening meal. 
At about 10 p. m. she retired, complaining of severe 
headache, weakness, and nausea. Shortly thereafter 
members of her family found her comatose and to- 
tally unresponsive. She was immediately brought to 
a city hospital emergency room where, after several 
hours’ observation, it was reported that she sudden- 
ly sat up, became coherent, and was discharged to 
go home. According to her family no studies were 
carried out and no therapy was given. 

On the next morning, she again complained of se- 
vere headache and weakness and suddenly fainted. 
On arrival at our hospital at 11 a. m. on Feb. 11, 
1959, the patient, an obese, aged woman, was found 
to be in deep coma, unresponsive to questioning or 
verbal commands. She reacted to painful stimuli 
only by faint groans and purposeless motions. The 
blood pressure was 160/80 mm. Hg, pulse beat 110 
per minute, respirations 18 per minute and regular, 
and temperature 98 F (36.7 C). Motion of all ex- 
tremities was noted, deep tendon reflexes were hy- 
poactive, and no pathological reflexes were elicited. 
The pupils were equal in size and responded to 
light. Funduscopic exaraination was not remarkable 
in view of the patient’s advanced age. An electro- 
cardiogram was within normal limits. Hemoglobin 
level was 12 Gm. per 100 cc.; white blood cell count 
was 8,500 per cubic millimeter with normal differ- 
ential count; and routine urinalysis was negative 
for sugar, acetone, and albumin, and microscopic 
examination showed only occasional granular casts. 
Blood urea nitrogen level was 21.5 mg.%. The 
carbon dioxide content was 22 vol.%, but the blood 
sugar level was 31 mg.%. While intravenous injec- 
tion of 50 cc. of a 25% dextrose solution was being 
administered, the patient became responsive and 
recovered consciousness fully. She was given full 
liquid diet with supplementary feedings of sweet- 
ened orange juice during the day, and a slow in- 
travenous drip of 5% dextrose in water was con- 
tinued for a period of eight hours. 
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The next morning she was again found markedly 
lethargic and could be awakened only with great 
difficulty. Blood sugar level was found at this time 
to be 8 mg.%. Repeated estimations on this and 
newly prepared protein-free filtrates yielded iden- 
tical values. Intravenous administration of dextrose 
and supplementary feedings by mouth again pro- 
duced dramatic recovery. Except for recurring epi- 
sodes of headache and tremulousness, which re- 
sponded readily to carbohydrate taken orally, her 
further course was uneventful. A fasting blood 
sugar level on the next morning was 111 mg.%. 

Careful physical examinations failed to demon- 
strate evidence of neurological deficit. An oral glu- 
cose tolerance test was reported as follows on Feb. 
16, 1959: fasting specimen was 119 mg.%; at one 
hour it was 232; at two hours, 258; at three hours, 
265; and at four hours, 200 mg.%. 

She was asymptomatic when discharged from the 
hospital on the fifth day and was again so when 
seen in the outpatient clinic one week later. 


Comment 


There is little room for doubt that hypoglycemia 
was the basis for this patient’s coma and that chlor- 
propamide was the etiological agent. She had re- 
ceived no insulin for at least two weeks prior to 
admission to the hospital. As stated in the proto- 
col, response to intravenously administered dextrose 
was instantaneous, and, in fact, results of blood 
sugar determination were actually received while 
infusion was being given and recovery had already 
occurred, so strong was the clinical impression of 
hypoglycemic shock. Remarkable, indeed, was the 
finding of further lowering of blood sugar level to 
8 mg.% 24 hours after intensive and what was 
thought to have been adequate treatment by intra- 
venous infusion and oral route. This determination 
was repeatedly checked by the clinical pathologist 
on fresh protein-free filtrate. Complete and instan- 
taneous recovery without neurological deficit ruled 
out cerebrovascular accident, and the patient was 
at no time hypertensive. The diabetic curve of the 
oral glucose tolerance test effectively ruled out the 
possibility of an insulinoma. No other medicaments 
were being taken by the patient, and a check on the 
remaining supply of chlorpropamide revealed that 
there was no reason to believe that dosage greater 
than that prescribed had been ingested. 


Summary 


Severe hypoglycemic shock attended by blood 
sugar levels of 31 and 8 mg.% occurred in a patient 
receiving the recommended dosage of chlorpropa- 
mide. Recurrence of extreme hypoglycemic levels 
after a period of at least 36 hours, despite interven- 
ing liberal administration of carbohydrate, attests 
to the blood-sugar-lowering potential of this drug. 
It would appear mandatory that patients receiving 


ey 
: 
He 
4 
a 
; 
i 
‘ 
: 
4 
ihe 


Vol. 170, No. 8 


chlorpropamide be kept under close clinical obser- 
vation and have frequent blood sugar level deter- 
minations. 

The opinions expressed are those of the authors and not 
necessarily those of the medical department of the U. S. 
Navy. 

References 

1. Smith, A. J., and Dube, A. H.: Chlorpropamide Ther- 
apy in Diabetic Patients, New York J. Med. 58:3631-3634 
(Nov. 15) 1958. 


INEFFECTIVE RESPIRATION—JONES 


117/943 


2. Murray, I.; Riddell, M. J.; and Wang, I.: Chlorprop- 
amide, New Hypoglycaemic Agent, Lancet 22553-554 (Sept. 
13) 1958. 

3. Tornow, A. M.; Zinke, M. R.; Greenberg, P.; and 
Leevy, C. M.: Hypoglycemic Effects of 1-( p-chlorobenzene- 
sulfonyl )-3-n-propylurea, Diabetes 121-6 (Jan.-Feb.) 1959. 

4. West, K. M., and McCampbell, S. R.: Hypoglycemic 
Potency in Man of New Sulfonylurea Derivative (Chlor- 
propamide), Proc. Soc. Exper. Biol. & Med. 983724-725 
(Sept.) 1958. 


CLINICAL NOTES 


Since Pridgeon’s ' description: in 1956 of respira- 
tory depression after intraperitoneal administration 
of neomycin, surgeons and anesthesiologists have 
become increasingly aware of this problem. Numer- 
ous additional reports have since been added to 
the literature.* 

Experimental work in animals by Pittinger and 
Long * has shown that neomycin exerts a curare-like 
action at the myoneural junction so that a complete 
or partial paralysis ensues. It also has been demon- 
strated that this neuromuscular blocking action was 
potentiated by ether and muscle relaxants but could 
be antagonized by neostigmine and calcium.* 

Reversal of apnea, by neostigmine therapy, after 
intraperitoneal administration of neomycin was de- 
scribed in the case report by Middleton and asso- 
ciates.** However, this patient during surgery also 
received a muscle relaxant, succinylcholine, which 
may have been responsible for the postoperative 
respiratory depression. Apnea due to succinylcholine 
occasionally responds to neostigmine.° All the other 
patients in the cases reviewed were treated by arti- 
ficial respiration and general supportive measures 
combined, in some instances, with analeptics. 

The followjng case is believed to be the first re- 
ported in which administration of calcium pro- 
duced reversal of respiratory inefficiency after intra- 
peritoneal administration of neomycin. 


Report of a Case 


A one-day-old white male in fair condition and 
weighing 3,075.9 Gm. (6 lb., 13.5 oz.) was sched- 
uled for exploratory laparotomy because of sus- 
pected intestinal obstruction. After intravenous 
injection of 1/600 grain (0.1 mg.) of atropine, 
anesthesia was induced with 10 mg. of 0.5% sodium 
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pentothal solution and continued with cyclopropane 
given endotracheally. Respirations were controlled 
or assisted with a semiclosed technique. Relaxation 
during surgery was provided by intermittent doses 
of succinylcholine (total amount 40 mg.), the infant 
being observed to breathe, move his limbs, and 
“strain” at intervals throughout the procedure. 

Operation revealed atresia of the small intestine 
requiring excision with side-to-side anastomosis, 
lasting two and one-half hours. Just prior to peri- 
toneal closure the infant was again moving and 
breathing spontaneously, and there was‘ rigidity of 
the abdominal wall. To facilitate closure a further 
10-mg. dose of succinylcholine was given. At this 
time approximately 100 mg. of 0.5% neomycin so- 
lution was placed in the peritoneal cavity. 

Within 5 minutes extreme flaccidity of the abdo- 
men and limbs was noted, and no spontaneous respir- 
atory movements took place for 30 minutes. When 
respirations finally resumed they were shallow, in- 
effectual, and associated with marked tracheal tug 
together with flaccidity of the limbs. When artificial 
respiration with oxygen was discontinued, the infant 
became intensely cyanotic. Transfusion of 65 cc. of 
whole blood and injection of 70 mg. of caffeine in 
divided doses produced no obvious improvement. 

About three hours after the completion of the 
operation, the infant’s condition was unchanged. 
Intravenous administration of calcium was sug- 
gested, 200 mg. of a 10% solution of calcium glu- 
conate being injected slowly. The effect was dra- 
matic. Within 10 seconds the respirations became 
deeper, the tracheal tug disappeared, and good 
color was maintained when the infant breathed 
room air. Tone returned to the limbs, and spon- 
taneous movements began taking place. Improve- 
ment being maintained, the endotracheal tube was 
removed after 30 minutes, and the infant was re- 
turned to his room. 


MEY 
. 
pity 
ie 


118/944 


Nine days later another laparotomy became nec- 
essary for revision of the anastomosis and the mak- 
ing of a jejunostomy. Exactly the same anesthetic 
technique was used for the three and one-half 
hour procedure, except that 100 mg. of succinyl- 
choline in intermittent doses was necessary. No 
neomycin was instilled into the peritoneal cavity. 
Immediately after closure of the skin the infant 
was breathing spontaneously, moving his limbs, and 
maintaining a good color. Extubation was therefore 
done, and he was returned to the recovery room in 
good condition. No respiratory difficulties were ob- 
served in the postoperative period. 


Comment 


The necessity for a subsequent operation under 
comparable conditions enabled a controlled study 
to be made, the infant acting as his own control. 
Because of this, the possibility that the respiratory 
depression after the first operation was due to the 
anesthetic agents and relaxant used seems unlikely. 

The exact mode of action of the calcium glu- 
conate in reversing the respiratory depression is 
not known. However, the rapidity of the return 
to effective breathing, together with the experi- 
mental work on nerve-muscle preparations,° indi- 
cates a direct action on the myoneural junction. 
Observations by Katz” demonstrated that the pres- 
ence of the optimum concentration of calcium at 
the myoneural junction is essential for the effective 
release of acetylcholine after stimulation of a mo- 
tor nerve. This effect is inhibited by magnesium. 
Unless effective amounts of acetylcholine are re- 
leased, muscle contraction does not occur. 

It seems possible, therefore, that neomycin might 
act by decreasing the amount of acetylcholine lib- 
erated at the myoneural junction, antagonizing the 
effect of calcium. This theory receives some indirect 
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ey from the demonstration by Brazil and Cor- 
rado * of the similarity between the neuromuscular 
blockade produced by another antibiotic, strepto- 
mycin, and that resulting from magnesium. In both 
instances this blockade is reversed by the calcium. 
Slow injection of the calcium is advisable to pre- 
vent undesirable cardiovascular effects. 


2020 E. 93rd St. (6). 
References 


1. Pridgeon, J. E.: Respiratory Arrest Thought to Be due 
to Intraperitoneal Neomycin, Surgery 403:571-574 (Sept.) 
1956. 

2. (a) Case Report no. 190, American Society of Anesthesi- 
ologists, News Letter 21338-40 (Feb.) 1957. (b) Webber, 
B. M.: Respiratory Arrest Following Intraperitoneal Admin- 
istration of Neomycin, A. M. A. Arch, Surg. 7%3174-176 
(Aug.) 1957. (c) Ferrara, B. E., and Phillips, R. D.: Respira- 
tory Arrest Following Administration of Intraperitoneal Neo- 
mycin, Am. Surgeon 2%3710-712 (Aug.) 1957. (d) Engel, 
H. E., and Denson, J. S.: Respiratory Depression due to 
Neomycin, Surgery 4232862-864 ( Nov.) 1957. (e) Middleton, 
W. H.; Morgan, D. D.; and Moyers, J.: Neostigmine Therapy 
for Apnea Occurring After Administration of Neomycin, 
J. A. M. A. 1@%s2186-2187 (Dec. 28) 1957. (f) Case Report 
no. 203, American Society of Anesthesiologists, News Letter 
22333-35 (March) 1958. (g) McCorkle, R. G.: Neomycin 
Toxicity: Case Report, Arch. Pediat. 7%:439-440 (Oct.) 
1958. 

3. Pittinger, C. B., and Long, J. P.: Neuromuscular Block- 
ing Action of Neomycin Sulphate, Antibiotics & Chemother. 
8:198-203 ( April) 1958. 

4. Pittinger, C. B.; Long, J. P.; and Miller, J. R.: Neuro- 
muscular Blocking Action of Neomycin: Concern of Anes- 
thesiologist, Anesth, & Analg. 37:276-282 (Sept.-Oct.) 1958. 

5. Foldes, F. F., and others: Mode of Action of Depolariz- 
ing Relaxants, Anesth. & Analg. 6323-37 (Sept.-Oct.) 1957. 

6. References 3 and 4. 

7. Katz, B.: Microphysiology of Neuro-muscular Junction: 
Physiological ‘Quantum of Action’ at Myoneural Junction, 
Bull. Johns Hopkins Hosp. 1023275-295 (June) 1958. 

8. Brazil, O. V., and Corrado, A. P.: Curariform Action of 
Streptomycin, J. Pharmacol. & Exper. Therap. 1203452-459 
( Aug.) 1957. 


ram [EEG] has become an increasingly important tool in evaluating and un- 


Te: ELECTROENCEPHALOGRAM IN EPILEPSY.—The electroencephalo- 
g 
derstanding epilepsy. It has also become quite useful in court cases for the same 


reasons. Another factor in its popularity in the courts is that electroencephalography 
is supposedly an objective procedure, something which will be proof of something, 
and the lawyer—often with a penchant for oversimplification—is prone to look upon 
the EEG as a definitive authority, This has led to situations where the EEG has been 
grossly misused and subsequently maligned. The difficulty lies in the lack of speci- 
ficity in most EEG findings. . . . It is important to make clear in a court of law that 
the EEG by itself does not usually make a diagnosis, and as physicians well know, 
it should be used as corroborative evidence interpreted by correlation with clinical 
data. A history of the patient together with observation of the patient is of far 
greater value in diagnosing disease than the isolated EEG, which can be quite mis- 
leading. This should be especially emphasized and respected in medicolegal cases. 
Variations of the EEG are found in many clinical states (and in normals); thus 
“paroxysmal dysrrhythmia” and other common findings are an interpretive problem. 
Commonly EEG’s are “compatible” with epilepsy, but not diagnostic. On the one 
hand, 15 to 20 per cent of normal people who never have had a seizure will show 
an “abnormality” on the EEG; on the other hand 10 per cent of known epileptics 
may show no EEG abnormalities.—I. N. Perr, M.D., Epilepsy and The Law, The 
Journal of Nervous and Mental Disease, March, 1959. 
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Injury caused by forcible flexion of the finger, i. e., 
mallet finger, has always been difficult to treat. In 
these injuries there is avulsion of the extensor 
tendon of the finger without bone injury, avulsion 
of the tendon with a triangular fragment of bone 


Splint for use in treatment of mallet finger. 


from the base of the dorsal surface of the phalanx, 
or, in children, avulsion of the tendon with the 
whole epiphysis at the base of the phalanx. The re- 
sults obtained in these cases have been very poor. 
Plaster used for immobilization comes loose in three 


NEW SPLINT FOR TREATMENT OF MALLET FINGER 
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ENILE KYPHOSIS AND THE KINKED CAROTID.—There appear to be two 
causal factors in the development of senile kyphosis—degenerative disk disease 
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to seven days. Dorsal splints with rubber bands go- 
ing to the distal phalanx should be effective, but 
patients cannot stand the pressure over the dorsal 
aspect of the middle phalanx, and they loosen the 
bands as soon as they leave the office. 

Patients with typical flexion deformity at the 
terminal, which cannot be fully extended, and hy- 
perextension deformity at the proximal interpha- 
langeal joint, which cannot be fully flexed, have 
therefore shown poor results.’ In these cases re- 
covery is possible only if the raw bone area on the 
terminal phalanx is accurately opposed to the re- 
tracted extensor tendon. The terminal joint must be 
held in full hyperextension, and the proximal joint 
must be held in flexion to overcome the retraction 
of the extensor tendon. 

I have devised a splint of copper wire and copper 
sheet metal (see figure) which will accomplish the 
above principles and have used it on several pa- 
tients, with excellent results. It is inexpensive and 
can be adjusted to fit the patient's finger. The patient 
is comfortable while under treatment for the three 
weeks that he must wear the splint. When water- 
proof adhesive is used, the splint will not slip off. 
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and loss of muscular tone. With the passage of years, the nucleus pulposus 


of the disk loses its turgor and the disk becomes desiccated (frequently calcifying 
in the lower thoracic region), and this results in narrowing of the disk spaces. Nar- 
rowing causes bulging of the annulus fibrosus, which strips the periosteum from the 
opposing vertebral margins, particularly anterolaterally and almost exclusively on the 
right. Calcification and ossification occur at these sites and give rise to the familiar 
hypertrophic spur formation. The position of the descending thoracic aorta on the 
left apparently tends to preclude the formation of osteophytes on the left side. This 
condition has been termed osteoarthritis or even spondylitis deformans. Since the 
major changes affect the disks and the vertebral bodies—where there are no joints 
in the true sense of the word—the term degenerative disk disease more aptly de- 
scribes the underlying pathologic process. . . . The phenomenon of “kinked carotid” 
is primarily the result of kyphosis. Those unfamiliar with this condition usually make 
the erroneous diagnosis of aneurysm of the carotid artery or even of enlarged lymph 
nodes in this area. This pseudoaneurysm is caused by tortuosity of the carotid artery 
on the right side and usually occurs in obese, hypertensive, arteriosclerotic women 
who exhibit kyphosis. If the kyphosis and arteriosclerosis are severe, kinking of the 
carotid may occur in nonobese subjects. . . . Kyphosis, arteriosclerosis, and a high 
diaphragm in obese subjects combine to cause relative elevation of the arch of the 
aorta within the thoracic cage. This results in tortuosity of the right carotid artery 
in an S-shaped bend or, in some instances, in a complete loop. A pulsating mass may 
be present in the right side of the neck.—L. C. Doubleday, M.D., Radiological As- 
pects of Carotid Artery Syndome, Geriatrics, April, 1959. 
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SPECIAL ARTICLE 


This is the third of three papers presented at the Midyear Conference of the American Hos- 


pital Association, Chicago, Feb. 4, 1959. The first and second papers appeared in Tue 


Journat, June 6 and June 13. 


The problem of professional in-hospital liability 
varies from state to state and from hospital to hos- 
pital due to variations in the law; the attitudes of 
the people of the community; the organization and 
operation of hospitals; the attitudes, training, and 
qualifications of doctors on hospital medical staffs; 
and other factors. There can be little doubt, how- 
ever, that hospitals and doctors on hospital medical 
staffs everywhere are faced with this serious prob- 
lem. 

There also can be little doubt that the problem is 
increasing in volume, as can be measured by an 
increasing number of claims and suits against hos- 
pitals and doctors in many areas of the United 
States. (In one large hospital in a metropolitan area, 
the number of suits brought against the hospital 
averaged one each month for a period of 10 years 
up to and including 1957. In 1958, however, the 
number doubled to an average of two each month.) 
This increase in volume of claims and suits obvi- 
ously has brought about an increase in costs con- 
nected with the servicing of claims, payment of 
settlements, defense costs, and the payment of 
judgments. In many areas of the country, particu- 
larly in the rapidly growing metropolitan industrial 
centers, malpractice insurance premiums are on the 
rise and doctors and hospitals in increasing num- 
bers are finding it difficult and more expensive to 
obtain insurance against risks in the area of profes- 
sional liability. 

Studies made in various states have indicated 
that many factors enter into the causation of this 
problem. The more important of them have been 
mentioned by Dr. Sadusk and Mr. Ludlam in THE 
JournaL, June 6 and June 13. We can take some 
comfort—but not very much—in the fact that, al- 
though this specific medicolegal problem is grow- 
ing, its growth is probably not due to a deteriora- 
tion in the quality of medical and hospital care. 
There is abundant evidence to the contrary almost 
everywhere. 

Regardless of the causative factors themselves, 
several things stand out as completely clear. First, 
the doctors and the hospitals (and particularly the 
hospital personnel engaged in the rendering of 
patient care) must face this problem together. As a 
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matter of fact they have little choice; suits initiated 
on the grounds of alleged malpractice in the hos- 
pital now commonly name as defendants not only 
the doctor or doctors involved but also the hospital 
as such—and whatever hospital personnel (includ- 
ing interns, residents, nurses, and technicians) may 
have been involved in any way in the incident or 
occurrence which is alleged to have ended in a real 
or fancied bad medical result. 

As an example of this f might mention that I was 
named as a defendant in one suit brought against 
our hospital even though I had never seen the pa- 
tient except in the lobby of the hospital as she was 
being discharged and then only to answer the pa- 
tient’s question, “What is the hospital going to do 
about my case and the expense that I have been 
put to because of my doctor's mistake?” 

Second, if the hospitals and doctors are to cope 
successfully with the problem they not only will 
have to work together but will have to work con- 
structively to define the causes of incidents leading 
to injury or harm to patients in the hospital and to 
take steps to correct deficiencies. They must work 
to eliminate causes and thus eliminate to the maxi- 
mum extent possible the incidents which result in 
injury or harm to the patient. 

To do this the hospitals and the doctors will have 
to first acknowledge that there is a problem and 
then acknowledge that it will not go away unless 
they do something about it. This will involve talk- 
ing about it, and this is the first thing that they 
both must accept. (In the past every effort has been 
made to keep such trouble hidden.) Insofar as indi- 
vidual cases and individual doctors, nurses, and 
other hospital personnel are concerned this is not 
only understandable but essential for obvious rea- 
sons. But procedures and practices which can be 
corrected so that accidental injury and harm to 
patients may be avoided—these are something quite 
different. They can be talked about, and they must 
be talked about. 

It is in this area of prevention that the hospital 
and the doctors on its medical staff can work to- 
gether—effectively we on the A. M. A.-A. H. A. 
Joint Committee believe—to improve the medical 
and hospital care of the patient and at the same 
time reduce incidents which lead to injury or harm 
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and thus reduce the number of grievances, claims, 
settlements, suits, judgments, increased premium 
costs, and increased hospital expense. 

The administrative machinery to bring about this 
effective cooperation between the hospital and the 
doctors on its medical staff, we believe, is the joint 
medicolegal education committee. 


Description of Committees 


The A. M. A.-A. H. A. Joint Committee yesterday 
developed the fourth draft of a proposed statement 
describing this joint medicolegal education commit- 
tee, and I would like to use this draft to describe 
the committee to you now. 


I. Purposes and Functions 
A. PuRPOSES 

The purposes of a hospital “Joint Medicolegal Education 
Committee” are to provide physicians and others engaged 
in the care of patients in the hospital with an understand- 
ing of the various factors which are or could be involved 
in the occurrence of accidental injury or harm to the 
patient. The purposes of the Committee are to (1) view 
patient care from the specific standpoint of patient safety; 
(2) improve patient care; (3) prevent accidental injury 
to patients; and (4) reduce grievances, claims, and suits 
against the hospital, its employees, and members of its 
medical staff. 

B. FuNCTIONS 

The functions of a hospital “Joint Medicolegal Educa- 
tion Committee,” include, among others, the following: 
(1) continuing review and analysis of practices and pro- 
cedures involved in all aspects of patient care so that 
situations which might give rise to accidental injury or 
harm to a patient will be recognized; (2) continuing 
search and recommendations for methods of eliminating 
such situations; (3) continuing review and analysis of 
individual cases in which there has been—or is—a_possi- 
bility of accidental injury or harm to patients to the end 
that causative factors may be ascertained and preventive 
measures instituted; (4) continuing education of physi- 
cians and others engaged in the care of patients to the 
end that the purposes of the Committee will be accom- 
plished; and (5) continuing active liaison with the Joint 
Medicolegal Committee of the local (or state) medical 
society and the local (or state) hospital association. 

II. Organization and Operation 
A. ORGANIZATION 

The hospital “Joint Medicolegal Education Committee” 
should be organized as a “joint committee” appointed by 
the medical staff and the Governing Board of the hospital. 
The Committee need not be large but it must be active 
and informed. 

B. OPERATION 

1. The Committee will disseminate, by appropriate 
means, objective, impersonal recommendations designed 
to correct observed or proved deficiencies. The Committee 
will recommend to the Governing Board—and to the Hos- 
pital and Medical Staff—areas in which further study 
should be undertaken or in which corrective action should 
be taken. 

2. The Committee shall be authorized to consider all 
medicolegal cases or incidents occurring within the Hos- 
pital for the purpose of ascertaining avoidable or prevent- 
able factors militating against good patient care, solely 
for the purpose of recommending procedures for avoiding 


of the need for the prevention of injury or harm to every 
patient—on the part of everyone associated with the Hos- 
pital. 

3. In presenting specific cases as examples of problems 
which may recur, identification of individuals, patients, 
physicians, nurses, or others should be avoided. Specific 
case material should be used to illustrate problems and 
principles for the education of all concerned and never 
used to the detriment or embarrassment of any individual 
or as a means of disciplining any individual. The Com- 
mittee’s purpose is not to assess or affix responsibility or 
liability. 

4. All written reports rendered by the Committee will 
give only the recommendations of the Committee—and 
none of the details or identifications of the cases or inci- 
dents on which the recommendations are based. 


III. Liaison 


A. OrHerR HospitaL COMMITTEES 

The hospital “Joint Medicolegal Education Committee” 
should supplement but not usurp the prerogatives of any 
other standing or special Hospital or Medical Staff com- 
mittee. 
B. Locat (or STATE) MeEbICAL SocieTy AND 

ASSOCIATION 

Continuing active liaison with the “Joint Medicolegal 
Education Committee” of the local (or state) medical 
society and the local (or state) hospital association should 
be encouraged. The exchange of pertinent information 
and educational material among the several committees 
should be fostered so that through this effort mutual bene- 
fit may be achieved and advantage taken of the activities 
of the local Committee’s parent organizations and their 
state and national affiliates. 


IV. Membership 


A. APPOINTMENT 

The appointment of members should be made by the 
Medical Staff and the Governing Board of the Hospital. 
B. 

The membership of the Committee might include, 
among others: representatives of the major subdivisions of 
the Medical Staff, the Nursing Service, Hospital Adminis- 
tration, and others concerned with patient care in the 
Hospital (possibly Hospital Counsel, a member of the 
Governing Board, etc. ). 


V. Meetings 


A. REGULARITY 

The Committee should meet regularly and at such in- 
tervals as will best serve the interests of patient care. 
B. CONSULTATION WITH EXPERTS 

The Committee should be empowered to invite to any 
meeting of the Committee any individual having special 
knowledge which would assist the Committee to achieve 
its purposes. 
C. Reports 

The Committee should report periodically on its activi- 
ties to the Governing Board of the Hospital and to the 
Medical Staff. 
CONFIDENTIAL COMMUNICATIONS 

The records of the Committee should be limited to its 
recommendations. The facts in the cases from which the 
recommendations might arise should not be recorded and 
should not be discussed outside Committee meetings. 


Conclusions 


At this point you might well ask: Can such a 


committee work? Will the doctors on the medical 
staff and other personnel in the hospital cooperate? 
Can the committee accomplish anything? 


To all three questions I can answer “yes” on the 


or preventing the future occurrence of such factors. The 
use of cases and other material should serve to illustrate 
the specific purpose of the committee and contribute to 
the development of an attitude of continuing awareness 


basis of the experience of one hospital in which a 
committee established generally along the lines de- 
scribed for the joint medicolegal education commit- 
tee was appointed a year ago. During the past year 
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certain important changes in patient care practices 
and procedures have been effected which can be 
expected to reduce substantially the possibility of 
injury and harm to patients. What is probably 
more important, an increasing number of physicians 
and others involved in patient care are giving evi- 
dence of a growing awareness of the need to pre- 
vent injury or harm to patients during the course of 
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medical care and thus to prevent patient griev- 
ances, claims, and suits. Although much remains to 
be done, it has been definitely demonstrated that 
pr gress can be made and is being made. 

The i lea of the joint medicolegal education com- 
mittee is sound. It is feasible. It can work. It is 
working right now. 


525 E. 68th St. 


COUNCIL ON DRUGS 


Report to the Council 


The Council has authorized publication of the following report. Nonproprietary terminol- 
ogy is used for all drugs that are mentioned; when such terminology is not considered to be 
generally well known, its initial appearance is supplemented by parenthetic insertion of names 


known to be applied to commercial preparations. 


D. Kautz, M.D., Secretary. 


CURRENT STATUS OF THERAPY IN GLOMERULONEPHRITIS 


Lowell A. Rantz, M.D., San Francisco 


The term glomerulonephritis is applied to in- 
flammatory diseases of the renal glomeruli. Acute 
and chronic or latent stages may be recognized 
clinically and anatomically. 


Acute Glomerulonephritis 


Acute glomerulonephritis is a disorder associated 
with the appearance of protein, erythrocytes, leu- 
kocytes, and renal tubular epithelial cells in the 
urine. Red blood cell casts may be present and 
serve to distinguish the disease sharply from others 
in which bleeding occurs distal to the glomerulus. 
The full blown clinical picture is completed by the 
addition of hypertension, edema, oliguria, azotemia, 
and, in the more severely ill, cardiac enlargement 
with or without congestive failure. Convulsions oc- 
cur in a very few cases. 

Nearly all illnesses exhibiting this pattern, and a 
high proportion of all others in which glomerular 
bleeding occurs, are the result of group A hemolytic 
streptococcus infection. Only a few strains of these 
organisms, notably those of types 4, 12, and 49 
(Redlake), are able to produce this disease. The 
usual sequence of events includes a streptococcic 
respiratory infection, which may be mild or clin- 
ically inapparent, followed by a period in which the 
individual recovers and seems well. Nephritis de- 
velops two to three weeks after the initial illness. 
A considerable number of cases arise as complica- 
tions of streptococcic pyoderma. 


i F yom the Department of Medicine, "Stanford University School of 
Medicine. 


Glomerulitis may occur in a variety of other con- 
ditions including polyarteritis nodosa, disseminated 
lupus erythematosus, and others of the collagen 
diseases, in hypersensitivity states and drug reac- 
tions, in bacterial endocarditis, and, in certain cases, 
without a definable precipitating disease. The es- 
tablishment of an etiological diagnosis is essential 
for the determination of the prognosis. Poststrepto- 
coccic nephritis has a striking tendency to recovery, 
whereas many of the other types may be expected 
to have a protracted course. Not infrequently the 
clinical evidence of a renal lesion will call attention 
to a generalized disorder that may even lead to 
death. 

Assessment of the prognosis and results of treat- 
ment in glomerulonephritis is also complicated by 
the fact that exacerbations of the chronic form of 
the disease may be clinically indistinguishable from 
the acute stage and may also have occurred after 
a streptococcic infection. In these instances im- 
provement may occur, but complete healing is not 
to be expected. 

Culture of the nasopharynx before any antimi- 
crobial therapy is administered and determination 
of the serum antistreptolysin 0 titer are essential 
diagnostic studies in patients with renal bleeding. 
The isolation of group A streptococci or an anti- 
streptolysin titer of 250 units per milliliter or more 
increases the probability that the disease is a post- 
streptococcic nephritis. An antibody level of 100 
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units per milliliter or less excludes this possibility 
and indicates the need for a careful search for one 
of the other causes of this syndrome. 


Treatment of Poststreptococcic Nephritis 


Clinical Course and Prognosis.—A very few pa- 
tients with poststreptococcic nephritis die within 
days or weeks of the onset of the disease as the re- 
sult of acute persistent renal failure. This sequence 
of events should always suggest another diagnosis 
such as polyarteritis nodosa or bacterial endocard- 
itis. Continuing subacute activity with a progressive 
decline in renal function and death within a year 
characterizes another small group (not over 5% of 
all cases). Some of these doubtless represent ex- 
amples of exacerbation of a previously unrecog- 
nized chronic nephritis. 

About 10% of patients with poststreptococcic ne- 
phritis have been said to enter a chronic or latent 
phase characterized by the presence in the urine of 
protein and erythrocytes in small amounts and 
numbers. This phase may persist for years before 
deterioration of kidney function supervenes. Few 
serial studies have been made of acute nephritis of 
proved streptococcic origin. Recent investigation of 
this disease in young adults suggests that latency 
is extremely uncommon and that complete healing 
nearly always occurs. 

It has often been stated that the chronic ne- 
phritis, which is discovered in persons in whom no 
history of an acute illness may be obtained, has 
followed poststreptococcic nephritis that escaped 
clinical recognition. This point of view may be 
altered in the future if the frequency of healing 
of definite streptococcic nephritis proves to be 
greater than has been supposed. 

These considerations require a reevaluation of 
the prognosis in streptococcic nephritis. It is proper 
to assume a most optimistic position. Less than 5% 
of all patients will go rapidly into acute or sub- 
acute progressive renal failure, with death in days 
to months after onset of the disease. Nearly all of 
the remaining patients will recover, although heal- 
ing may require one to two years. 

Antimicrobial Therapy.—Substantial evidence ex- 
ists which indicates that persistence of group A 
streptococci in the tissues of the pharynx is inti- 
mately concerned with the pathogenesis of rheu- 
matic fever after a streptococcic respiratory infec- 
tion. It is now agreed that these organisms should 
be eradicated by administration of antibiotics when 
treatment of this disease is instituted. Similar in- 
formation pertaining to glomerulonephritis is not 
available, but this procedure is safe and sensible, 
particularly since the carrier of nephritogenic strep- 
tococci is a major health hazard. Even though 
hemolytic streptococci are not demonstrable in a 
throat culture, small numbers of these organisms 
may be present and escape detection. Penicillin is 
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the agent of choice and should be administered in 
one of three ways: (1) benzathine penicillin G 
(Bicillin, Permapen), 900,000 to 1,200,000 units in- 
tramuscularly as a single dose; (2) buffered potas- 
sium penicillin G (Dramcillin, Penalev, Pentids) 
or phenoxymethyl! penicillin (Pen-Vee, V-Cillin), 

125 mg. (200,000 units) to 250 mg. (400,000 units ) 

four times daily for two weeks by mouth; or (3) 

procaine penicillin G (Crysticillin, Depo-Penicillin, 

Diurnal Penicillin, Lentopen), 300,000 units intra- 

muscularly daily for two weeks. 

Continuous chemoprophylaxis to prevent subse- 
quent group A hemolytic streptococcic infections is 
essential in the management of patients with rheu- 
matic fever and rheumatic heart disease. Its value 
in glomerulonephritis is less well defined. Specific 
immunity to the causal nephritogenic streptococcus 
is acquired after infection, and it is highly unlikely 
that the individual will come in contact with an- 
other strain with nephrotoxic properties. Neverthe- 
less, it has been demonstrated that infection by 
hemolytic streptococci is the most common cause 
of exacerbation in chronic nephritis. It would seem 
desirable to protect the patient against these organ- 
isms while healing of the acute lesion is in prog- 
ress. This can be accomplished by the administra- 
tion of 1,200,000 units of benzathine penicillin G 
given intramuscularly at monthly intervals for six 
months. Oral therapy with either penicillin or sul- 
fonamides is not recommended because it is less 
reliable and because the regular follow-up exam- 
inations required during this interval permit the 
ready establishment of a parenteral prophylactic 
regimen. 

Serious allergic reactions, including fatal anaphy- 
laxis, may follow the use of penicillin in any person 
but are most common in those individuals who have 
received the drug before. Every effort must be made 
to avoid the administration of penicillin to individ- 
uals who have previously had an allergic reaction 
to this drug. Those who present a history of such a 
reaction should receive eradicatory therapy with 
full doses of erythromycin (Erythromycin, [lotycin ), 
and the prophylactic regimen should be omitted. 

Rest.—The importance of restriction of activity in 
the treatment of streptococcic glomerulonephritis 
has not been determined but should be enforced, 
not only during the initial stages but also later, in 
the hope that chronicity may be avoided. Most of 
the patients are children, and complete bed rest 
cannot be maintained over a long period of time 
without causing needless emotional disturbances. 

Those who are quite ill with edema, hypertension, 
or cardiac failure should rest quietly in bed until 
the diuretic phase of recovery has passed. This 
usually requires only a few days. Hospitalization 
should be avoided unless the nature of the illness 
indicates that special therapeutic measures may be 
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required. After this period, both in severe and in 
mild cases, the patient should be confined to che 
house and immediate environs and should assume 
a bed and chair existence, with a minimum of phys- 
ical activity. This regimen should be maintained 
until healing has occurred or until it becomes evi- 
dent that further progress will be slow. 

Certain patients still exhibit proteinuria and hem- 
aturia one to two months after onset of the disease. 
Healing in these individuals may require several ad- 
ditional months, but it is not desirable to maintain 
the degree of rest that has been described through- 
out this period, nor is it known to be advantageous. 
A gradual increase of activity in this small group 
of patients is appropriate. The urine should be ex- 
amined frequently and a strict regimen reinstituted 
if a definite increase in hematuria or cylindruria 
occurs. 

Diet.—Restriction of fluids to 700 cc. more than 
the combined total of urine and vomitus, and of 
sodium to less than 300 mg. per day, is mandatory 
in patients with edema and oliguria. During the 
period when these manifestations of nephritis are 
present, the diet should be high in carbohydrate and 
low in protein and potassium. After the diuretic 
phase has passed, edema is gone, and blood pres- 
sure is normal, a regular diet may be resumed and 
fluids given freely. Reduction of protein in the diet 
has been stressed by some as an important thera- 
peutic measure in acute nephritis, but evidence that 
this procedure will promote healing or lessen the 
frequency of chronicity is lacking. An excessively 
high-protein intake should be avoided. Approxi- 
mately 1 Gm. per kilogram of body weight per day 
is an appropriate amount. 

Drug Therapy.—Adrenal corticosteroids (gluco- 
corticoids) do not alter the course of the disease 
and should not be used. Sedatives may occasionally 
be necessary to control restlessness and anxiety and, 
rarely, are used in larger amounts as anticonvulsant 
agents. 

Special Situations 

The simple measures described will suffice in 
most cases of streptococcic nephritis. A small pro- 
portion of patients exhibit manifestations of the dis- 
ease that require special attention. 

Severe Oliguria.—Severe and persistent oliguria 
or anuria must be managed with care, since over- 
hydration may be fatal. Management is precisely 
like that for any other form of acute renal failure. 
Fluids should be limited to 700 cc. more than the 
combined total of urine and vomitus. This entire 
amount of liquid is best administered intravenously 
over a 24-hour period as a 20% solution of dextrose 
injection. The patient should, if possible, be 
weighed daily on a good scale, and fluid intake 
should be so adjusted that a little loss of weight 
occurs each day. 
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Since hyperkalemia is the most serious complica- 
tion of prolonged oliguria, frequent measurement 
of the serum electrolyte levels is necessary. When 
hyperkalemia appears, an effort should be made to 
reduce the total body store of potassium by the ad- 
ministration of an ammonium carboxylic ion ex- 
change resin. This should be given by mouth in a 
daily dose of 50 Gm. (smaller amounts are appro- 
priate for children) suspended in sweetened water. 
In the presence of vomiting, a 10% suspension may 
be administered as a retention enema and removed 
after a few hours. 

The use of the artificial kidney, if available, must 
be considered if diuresis does not begin before 
azotemia and hyperkalemia become severe, in spite 
of proper medical management. The indications and 
techniques for the application of this device are 
beyond the scope of this review. 

Congestive Heart Failure.—Digitalis may be used 
in the treatment of congestive heart failure during 
the course of acute nephritis, but diuretics are con- 
traindicated. No special therapy is ordinarily nec- 
essary. If symptoms are severe, a phlebotomy may 
be performed profitably, withdrawing 7 to 10 cc. of 
blood per kilogram of body weight. Careful restric- 
tion of sodium intake from the onset of the illness 
will minimize the possibility that congestive heart 
failure will appear. 

Convulsions.—A few patients with acute nephritis 
exhibit severe hypertension and convulsions in spite 
of careful management and restriction of sodium 
intake. In the past, magnesium has been given par- 
enterally for the control of the convulsive state and 
for the reduction of blood pressure under these 
circumstances. This is a hazardous procedure, since 
these patients have markedly diminished renal func- 
tion, and overdosage of magnesium, with serious 
toxicity, is likely to occur. The intramuscular in- 
jection of a combination of hydralazine (Apreso- 
line) hydrochloride (0.10 to 0.15 mg. per kilogram 
of body weight ) and reserpine ( Rauloydin, Raurine, 
Rau-Sed, Reserpine, Reserpoid, Roxinoid, Sandril, 
Serfin, Serpasil, Serpate, Serpiloid) (0.15 mg. per 
kilogram of body weight) is an effective nontoxic 
method for reducing the hypertension of nephritis. 
The effect on blood pressure occurs within 20 min- 
utes and is long lasting so that only a single injec- 
tion each day is necessary. Side-effects are rare and 
consist of mild nausea, faintness, postural hypoten- 
sion, and moderate tachycardia. 


Chronic Nephritis 


Chronic or latent glomerulonephritis does not re- 
quire treatment until hypertension and its complica- 
tions, or renal failure, appear. Drugs to reduce 
blood pressure must be used with caution in pa- 
tients with glomerulonephritis so that renal failure 
will not be precipitated or enhanced. These agents, 
particularly those that block the sympathetic gan- 
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glions, should be reserved for those cases in which 
rapid deterioration of vision and cardiac or renal 
function seems to be directly related to the hyper- 
tension. 

No treatment is known to be of great help when 
progressive loss of renal function leads to the clinical 
manifestations of uremia. A low-protein diet and 
careful attention to the intake of fluids and electro- 
lytes will prolong useful life, but the process is in- 
exorable. 

The anemia of chronic renal failure is usually not 
severe, and its correction by blood transfusion does 
not often contribute to the well-being of the pa- 
tient. Furthermore, reactions may occur, particular- 
ly if blood is administered on several occasions, and 
may lead to serious deterioration of renal function. 
For these reasons, administration of washed red 
blood cells should be avoided unless the anemia 
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is unusually severe and clearly contributes to some 
aspects of the patient’s illness. The use of whole 
blood, even under these circumstances, is too haz- 
ardous. Blood should never be administered as a 
“tonic” in an attempt to improve the general state 
of well-being of the usual patient with chronic 
nephritis and renal failure. 


Nephrotic Syndrome 


Several forms of renal disease may be associated 
with the nephrotic syndrome. It is not certain at 
the present time whether it is often, if ever, a com- 
plication of a chronic poststreptococcic nephritis. 
The prognosis undoubtedly depends on the patho- 
genesis of the underlying disturbance of the kidney. 
The recognition of the various forms and the man- 
agement of some with adrenal steroids cannot be 
considered here. 


Report to the Council 


The Council has authorized publication of the first paper presented as part of a symposium 


and panel discussion on the Use and Abuse of Adrenal Steroids, together with introductory 
comments by the chairman-moderator of the program, Dr. Thomas McPherson Brown. The 
program, sponsored by the Council with the cooperation of the George Washington University 
School of Medicine and the Medical Society of the District of Columbia, was held at the Lis- 
ner Auditorium of the University in Washington, D. C., on Sept. 25, 1958. 


It is well known that the adrenal steroids can 
cause a variety of complications, some of which are 
mild and reversible and others more serious and, at 
times, irreversible. An awareness that side-effects 
from various drugs must be anticipated has always 
been a familiar aspect of medical practice. Most 
physicians have assumed, quite naturally, that the 
problems posed by the adrenal steroids are similar 
to those encountered with other drugs. It is now 
apparent, however, that the adrenal steroids have 
created a number of new effects and considerations 
which have not been experienced in the past. 

One of the most important aspects of toxicity 
from the steroids is interference with the natural 
defense mechanisms of the body during the period 
when symptomatic relief may be observed. Compli- 
cations associated with alterations in the immune 
mechanism are particularly serious because of their 
insidious and obscure nature. A reduction in host 
resistance may mask the spread of infection from a 
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previously controlled but unknown focus. In a 
similar manner, an unrecognized tendency for the 
development of peptic ulcers may be stimulated by 
adrenal steroids, and symptoms usually associated 
with this complication may be suppressed. Such 
ulcers can progress to hemorrhage or perforation 
without warning symptoms which would other- 
wise suggest their presence. These and other com- 
plications such as induced adrenal cortical insuffi- 
ciency, demineralization of bone and collapse of 
vertebrae, and the transformation of rheumatoid 
vasculitis into necrotiziny arteritis, with the clinical 
pattern of the disseminated lupus erythematosus or 
polyarteritis nodosa, provide additional evidence 
of the unique nature of the medical problems cre- 
ated by the adrenal steroids. General awareness of 
these matters has been limited, as evidenced by the 
widespread use of the adrenal steroids for treat- 
ment of relatively minor medical conditions. 
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Mine is perhaps the easiest of the subjects on 
today’s program with which to deal. Administra- 
tion of adrenal steroids to patients with endocrine 
disorders is almost invariably “replacement” ther- 
apy; and, if one adopts a simple philosophy that 
nature is almost always right, the problem becomes 
one of imitating nature as closely as one can. In 
other words, the effort is to provide the organism 
with the same quantity of steroid hormones which 
the adrenals could have and would have delivered 
had their mechanisms been intact. I shall develop 
my thesis along these lines and later perhaps point 
out some situations in which this philosophy may 
perhaps be inadequate or less than optimal. 

There is excellent reason for believing that under 
normal conditions the adrenal glands secrete into 
the circulation approximately 25 mg. of hydrocorti- 
sone each 24 hours, and of aldosterone, the equiva- 
lent in desoxycorticosterone acetate of 1 to 2 mg. 
The derivation of these two approximate figures is 
based on (1) the quantitative urinary output of 
degradation products of these compounds in nor- 
mal persons, (2) comparable outputs in adrenalec- 
tomized patients to whom 25 mg. of cortisone and 
1 to 2 mg. of desoxycorticosterone acetate have 
been given, and (3) the excellent state of well- 
being constantly produced in patients with uncom- 
plicated adrenal insufficiency. 

For simplicity and to avoid semantic and mathe- 
matical minutiae which would greatly detract from 
the main issues, I shall outline replacement therapy 
only in terms of desoxycorticosterone (Cortate, De- 
cortin, Decosterone, Doca, Percorten) acetate and 
cortisone (Cortisone, Cortogen, Cortone) acetate. 
So far as I am aware, more recent synthetic corti- 
costeroid compounds have approximately the same 
potency relative to cortisone when used as replace- 
ment therapy as when used as anti-inflammatory 
agents; i. e., prednisolone (Delta Cortef, Hydeltra, 
Meticortelone, Paracortol) and prednisone (Delta- 
sone, Deltra, Meticorten, Paracort) per milligram are 
about five times as potent as hydrocortisone (Cortef, 
Cortril, Hycortole, Hydrocortone) and cortisone. Cer- 
tain other still newer compounds have about twice 
the potency of prednisone, and all have the dele- 
terious side-effects in roughly the same proportions. 


Adrenal Cortical Hypofunction (Addison’s Disease) 


Let us begin with a patient with adrenal cortical 
hypofunction (Addison’s disease), whose adrenals 
have been rendered functionally inadequate by 
idiopathic atrophy, tuberculous invasion, cancer, or 
hemorrhage. As with the diabetic, one usually sees 
for the first time the patient with adrenal cortical 
hypofunction severely ill from some complication 
which has brought his condition acutely to a state 
of crisis or near crisis. I shall mention this later, but 
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now let us prescribe for the patient who has noted 
browning of the skin, weakness, a little weight loss, 
and fall in blood pressure in whom laboratory 
studies are entirely corroborative and in whom no 
complications exist. One can at once prescribe 
2 mg. of desoxycorticosterone acetate daily intra- 
muscularly and 12.5 mg. of cortisone orally after 
breakfast and supper, with every confidence that he 
or she will feel nearly normal within one to two 
weeks and will soon thereafter have regained the 
lost weight and strength. So efficacious is this ther- 
apy that one may confidently predict to the patient 
that he will feel as well as ever and be able to carry 
on all his usual activities; I honestly believe that, 
given the necessary choice, one would today rather 
be afflicted with adrenal cortical hypofunction than 
with diabetes mellitus. 

The requirement of 1 to 2 mg. of desoxycorticos- 
terone acetate or some other primarily sodium- 
retaining corticosteroid such as fludrocortisone 
(Alflorone, F-Cortef, Florinef) acetate in addition 
to cortisone seems almost uniformly agreed on. 
There may be a rare patient with adrenal cortical 
hypofunction in whom cortisone alone will suffice 
for optimal therapy, but in the department of medi- 
cine at Johns Hopkins University School of Medi- 
cine we have not seen such a one. Indeed, the 
commonest finding among patients who have been 
treated elsewhere without good results is that re- 
placement therapy has been attempted with corti- 
sone alone. A dose of 50 or even 75 mg. of corti- 
sone has been used each day; the patient has not 
felt well, and signs and symptoms of hyperadreno- 
corticism have appeared, perhaps because patients 
with endocrine deficiencies are notoriously sensi- 
tive to the products they lack. Excellent well-being 
is soon established when small doses of desoxycor- 
ticosterone acetate are given and the cortisone is 
reduced to 12.5 mg. twice daily. 

The mechanics of administration of these com- 
pounds should be mentioned. For simplicity, corti- 
sone acetate given orally is to be preferred, and, 
despite the fact that the time of action is supposed 
to last but six or eight hours, patients have uni- 
formly done well on half a tablet (12.5 mg.) taken 
after breakfast and supper. Cortisone (or hydro- 
cortisone) acetate given intramuscularly is a cumu- 
lative drug, potential hormone being yielded slowly 
to the circulation but for prolonged periods of time. 
It is, therefore, useless bor quick efficacy; but for 
stupid or incapacitated patients with adrenal cortical 
hypofunction, Dr. Segaloff states he has found that 
single injections of 250 to 300 mg. every two weeks 
yield satisfactory replacement. 

Our patients have uniformly been started on 
therapy with desoxycorticosterone acetate given 
intramuscularly, and most of them become so used 
to a morning injection that they prefer to continue 
on such a regimen, administering it to themselves. 
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Good results may be obtained with depots of de- 
soxycorticosterone acetate, either by pellet implan- 
tation (now largely out of fashion) or by the 
long-acting compound, desoxycorticosterone (Per- 
corten) trimethylacetate, which may be given once 
per month intramuscularly in the same dosage 
that one would have given daily, i. e., 60 mg. if the 
daily dose had been 2 mg. Good results have also 
followed the use of a daily oral dose of 0.1 mg. of 
fludrocortisone acetate which substitutes approxi- 
mately for the sodium-retaining activity of 2 mg. of 
desoxycorticosterone acetate. On all these regimens 
the patient’s palate is permitted to regulate his 
intake of table salt. 


Patients with Adrenal Cortical Hypofunction 
Under Stress 


When the normal person is placed under meta- 
bolic stress as by infection, broken bone, surgical 
operation, or the like, he responds by a greater out- 
put of adrenal corticosteroids. With a small stress he 
may double the usual quantity secreted; with a ma- 
jor catastrophe 100 mg. or perhaps more of hydro- 
cortisone will be provided per 24 hours. This 
increased corticosteroid production seems purposive 
and useful, for the patient with adrenal cortical 
hypofunction, when under such stress, goes into 
adrenal insufficiency unless increased dosage of re- 
placement is provided. The theoretical concept in- 
volved is much like that for the person with a mild 
case of the disease before the days of cortical hor- 
mones—he had just enough hormone to keep going, 
perhaps with added salt, but mild trauma of even a 
minor surgical procedure or a general anesthetic 
inevitably resulted in death. 

So when the well-regulated patient gets an infec- 
tion or requires a surgical procedure, one raises the 
dose of corticosteroid (added sodium-retaining hor- 
mone is not necessary ) to meet the requirements; in 
a mild attack of influenza one would give 50 mg. of 
cortisone acetate daily for the duration of the ill- 
ness; for a major infection like lobar pneumonia or 
meningococcus meningitis, 100 mg. per day. In ill- 
nesses with vomiting or diarrhea and with surgical 
procedures, it is well to provide parenteral replace- 
ment therapy, recalling always that cortisone acetate 
given intramuscularly is slowly absorbed; therefore, 
for quick effectiveness one must use soluble hydro- 
cortisone sodium succinate (Solu-Cortef) given in- 
travenously, in comparable doses and spacing of 
such dosage as defined for the oral preparations. 


Crisis of Adrenal Insufficiency 


Acute adrenal insufficiency, so-called crisis, may 
arise, of course, in the patient with previously un- 
recognized disease and may also occur in the treated 
patient who sustains an acute trauma which has de- 
prived him of his usual dosage. Now crisis is seen 
fairly commonly in patients who have been taking 
corticosteroids as therapeutic agents (and have con- 
sequent adrenal atrophy) and who have suddenly 
been deprived of their drugs. When insufficiency of 
any degree has existed for even a few hours, much 
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more hormone is needed to restore normal function 
than would have been needed to prevent the situa- 
tion from arising in the first place. This is not unlike 
the need for huge doses of insulin required to bring 
certain patients out of diabetic coma. As much as 
300 mg. or more of hydrocortisone may be needed 
in 24 hours until acute manifestations have been 
controlled, and, with the circulatory collapse which 
usually accompanies adrenal insufficiency, it is al- 
most always requisite to provide the therapy intra- 
venously, together, of course, with other indicated 
adjuvant measures such as transfusions to maintain 
blood volume, saline solution for hydration, and 
glucose. When the crisis has passed, gradual lower- 
ing to maintenance doses of corticosteroid is in 
order. Current information indicates that the total 
water deficit is not so great as we previously had 
thought, and that intercompartmental shifts have 
made water deficit more apparent than real. Hence, 
we now no longer use the huge quantities of isotonic 
sodium chloride solution (10 to 15 liters) that we 
once did, which were likely to result in overhydra- 
tion and late appearance of edema. 

An example may be cited to stress the speed with 
which one must act in adrenal crisis. A patient with 
rheumatoid arthritis had been taking 100 mg. of 
cortisone per day for two years. She contracted 
lobar pneumonia, and, with her initial chill, she 
vomited. This occurred at noon, just after the mid- 
day dose of cortisone had been taken. She was hos- 
pitalized, and antibiotic therapy was begun within 
two hours of the chill. In the hustle and bustle of 
these therapeutic measures, the rheumatoid arthritis 
and cortisone were forgotten. At 10 p. m., though all 
had seemed to be going well, the patient suddenly © 
became weak, blood pressure fell to very low levels, 
pulse rose, and shock was serious. A dosage of 100 
mg. of soluble hydrocortisone was given intra- 
venously over the next four hours by the wise phy- 
sicians, who recognized at once the nature of the 
problem, and by the next morning all was well 
again. In all likelihood the patient would have been 
dead by morning had these measures not been used. 


Pituitary Insufficiency 


Since the adrenal cortex is dependent on adreno- 
tropic hormone of the pituitary and adrenal atrophy 
occurs in its absence, the problem of steroid replace- 
ment therapy in panhypopituitarism is almost identi- 
cal with that of primary adrenal insufficiency. How- 
ever, aldosterone secretion does not seem to be 
under pituitary control, and under most conditions 
no sodium-retaining hormone need be given. For 
corticosteroid therapy, one follows the same prin- 
ciples laid down for the treatment of the patient 
with adrenal cortical hypofunction. 


Adrenal Cortical Hyperfunction (Cushing’s 
Syndrome), Adrenalectomy, and Operations 
on the Pituitary Gland 
When one intends to remove a tumor, or totally 
or subtotally excise the adrenals for adrenal cortical 
hyperfunction (Cushing’s syndrome), plans must 
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be laid to deal with the temporary or permanent 
adrenal insufficiency which is bound to follow. Be- 
cause abdominal difficulties such as distention make 


it unlikely that the patient can take oral feedings for . 


several days, intramuscularly given depot cortisone 
acetate is the therapy of choice. To build up the 
blood level, therefore, to approximate delivery of 
100 mg. of cortisone per day to the circulation, 100 
mg. is given intramuscularly for two or three days 
prior to the operation, and this procedure is con- 
tinued during the period of maximal operative 
stress—two to four days postoperatively. The dose is 
then reduced to meet the needs of the particular 
situation. If total adrenalectomy has been per- 
formed, replacement will have to be continued for 
life, and desoxycorticosterone also must be admin- 
istered just as to the patient with adrenal cortical 
hypofunction. However, in those patients who have 
been adrenalectomized for adrenal cortical hyper- 
function, more than the usual replacement dose of 
corticosteroids is needed and usually for long pe- 
riods of time. Rarely can one achieve optimal re- 
sults with less than 50 mg. of cortisone per day. 
Perhaps the tissues have become accustomed to 
large doses of circulating hormone during the time 
of adrenal cortical hyperfunction and now need 
more than does the normal tissue. With removal of 
a tumor or after subtotal adrenalectomy, the re- 
maining adrenal tissue usually takes over in a few 
days or weeks, and desoxycorticosterone is not 
needed. The tapering of the corticosteroid dosage to 
such patients is a very delicate procedure and must 
be done with utmost care. For sometimes after re- 
moval of a tumor the atrophic adrenal does not re- 
sume function, probably from failure of the pituitary 
to secrete corticotropin, and the patient will then be 
dependent on extraneous corticosteroid for life. 
Permanent adrenal insufficiency also occasionally 
follows subtotal adrenalectomy when the surgery 
inadvertently causes necrosis of the remaining 
adrenal tissue. 

A word should be said about corticosteroid ther- 
apy in thyroid abnormalities, especially hypothy- 
roidism. If the myxedema has resulted from pituitary 
disease, there is, of course, likely to be adrenotropic 
hormone deficiency too, leading to adrenal atrophy. 
When one gives thyroid hormone to such a patient, 
the added metabolic burden may make manifest the 
adrenal inadequacy and provoke an adrenal crisis. 
Patients have died from this series of events. Even 
with primary hypothyroidism, i. e., originating in 
disease of the thyroid and with an intact hypoph- 
ysis, the adrenals may be functionally inadequate; 
perhaps they, too, have myxedema as suggested 
by Dr. Howard Means. In any event, it is a 
good precaution to provide replacement of cortico- 
steroid to severely myxedematous persons when 
thyroid therapy is begun. One can find out later by 
tapering the dose whether it will or will not be 
permanently needed. 
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There is a converse to this story, too. We have 
concluded that corticosteroid therapy to the thyroid- 
deficient patient is quite dangerous, having now 
seen three persons develop acute psychopathic dis- 
orders within the first few days of normal replace- 
ment corticosteroid dosage. It would seem desirable, 
therefore, to be sure of reasonable levels of thyroid 
hormone when steroids are to be given. 

It should be recalled that degradation of cortico- 
steroids is much slowed in thyroid deficiency, as it is 
in severe liver disease. The step from hydrocortisone 
to the tetrahydro form cannot be normally carried 
out; hence, glucuronidation and excretion are de- 
layed. We observed and reported production of full- 
blown adrenal cortical hyperfunction in a patient 
with panhypopituitarism to whom only normal re- 
placement doses of cortisone were given, 25 mg. 
four times daily, but whose thyroid deficiency was 
not treated. All symptoms and signs of hyperadreno- 
corticism disappeared when thyroid was given, de- 
spite continuance of the same dose of cortisone. 


Summary 


In a limited discussion of this kind, one cannot 
take up all the possible variations which may be 
met in an individual case. An attempt has been 
made to outline certain principles which may guide 
one’s actions. These simple principles seem soundly 
based on theoretical and experimental grounds, and, 
most important, they have proved to be highly suc- 
cessful in practical use at the bedside. There are 
those who tell us we have too great a faith in Mother 
Nature and that we undertreat our patients when 
we follow the precepts I have outlined. The answer 
is that it works, and our surgical colleagues tell us 
that they cannot tell the operative or postoperative 
course of patients so managed from that of the nor- 
mal individual under similar circumstances. I would 
agree, however, in acute situations, to err on the 
side of too much, rather than too little, and, when 
there is doubt, give more rather than less replace- 
ment therapy. 

Since the advent of readily available adrenal 
steroids, they have been used in an effort to counter- 
act circulatory collapse in all sorts of circumstances. 
It is true that acute adrenal insufficiency sometimes 
occurs from adrenal hemorrhage and, judging from 
histological appearance, may exist in fulminating 
infections of various types. There is usually no fault 
to find with administering corticosteroids to such 
patients in the hope that such adrenal insufficiency 
is indeed their transient problem. However, let not 
the availability of corticosteroids and the hope that 
their administration will be efficacious make us lazy 
and sloppy clinicians. Usually in such instances 
postmortem examination has shown the presence of 
an unsuspected internal hemorrhage, or a silent 
coronary occlusion, or the like. It must be rare in- 
deed for shock of adrenal origin to arise unsuspected 
in a patient who has had an accurate case history 
taken and a thorough physical examination. 
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© No Magic in Hypnosis 
@ A. M. A. Grants-in-Aid 
© Poetry Amid Research 
© Health of People Aloft 
® Doctors and Athletes 


® The “Spaceside Manner” 


Dark Continent 


A population of 35,000,000 
served by 350 physicians and 35 
dentists—this is Nigeria, West Af- 
rica, as seen by Dr. W. Wyan 
Washburn during three months 
spent last winter at the Baptist 
Hospital in Ogbomosho. 

He writes, “The four big killers 
are dysentery, malaria, tetanus, and 
tuberculosis with deficiency dis- 
eases and obstetrical complications 
close behind.” But Nigerians are 
also plagued by leprosy, smallpox, 
filariasis, kwashiorkor, and ae 
dreds of other ailments. 

Now back home in_ Boiling 
Springs, N. C., Dr. Washburn re- 
ports, “Taboos superstition 
still hamper the use of scientific 
medicine in many ways. In one 
tribe, the wife is sent away from 
her husband and people if she fails 
to have her child in the tenth full 
moon from her last menstrual pe- 
riod. Woe be to the woman who 
carries a pregnancy through 11 full 
moons. . . . 

“According to superstition, one 
[of a set of] twins is a devil or 
evil spirit, but since no one knows 
which, both have to be killed. If a 
baby’s mother dies in the first five 
days, he too must die. He must be 
evil, else she would not have died. 

“There is considerable mental 
illness,” continues Dr. Washburn, a 
member of the A. M. A. Council 
on Rural Health. “The African lives 
in a ‘spirit world’ much of the 
time, and when he becomes ob- 
sessed with the idea that there is a 
hex in his life, he is a serious men- 
tal case.” 

He concludes, “The great need 
for Africa is more of everything— 
education, doctors, hospitals, tech- 
nicians, sanitation, teaching, train- 
ing, and time.” 
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Columbia student Kemeth J. Berkes Jr. (right) will use his A. M. A.-awarded 
nutrition fellowship for a three-month research project under the direction of 
such men as Dr. Theodore B. Van Itallie (left), director of medicine at St. 
Luke’s Hospital in New York City. 


Amounts May Be Small, but 
A. M. A. Grants Do a Big Job 


—In Tennessee, a physician needs money to buy more chemicals 
and equipment for an investigation of the use of grafts in repairing 
arterial defects. 

—A big-city researcher asks a grant for animals and drugs to be 
used in studying the problem of reducing intracranial pressure re- 
sulting from trauma to the head. 

—A research team at an eastern college needs extra cash for addi- 
tional culture mediums and other expendable supplies in a study of 
staphylococcus infections in hospitals. 

These requests for funds—and more than 100 others of a similar 
nature—were received last year by the A. M. A. Subcommittee on 
Grants-in-Aid. Applications for similar grants for this year are now 
being reviewed by the Subcommittee, an arm of the Committee on 
Research of the Council on Drugs. 

The amounts awarded by the A. M. A. are small. None exceeds 
$500, and many are for less. But the grants have one quality seldom 
found in those from other sources: they are supplemental. Far from 
being interested in the original subsidization of research, the Sub- 
committee seeks to supply the extra dollars that will enhance re- 
search already financed by other means. 

Although it had only $30,000 to offer last year, the Subcommittee 
spread it widely among the 112 applicants for aid. Only 24 re- 
ceived the full amount asked for (some asked for less than the $500 
maximum ), but an equal number were turned away. The remaining 
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64 received some portion of the amount requested, 
and none turned it down. 


Supplies and Equipment 


The Subcommittee’s announcement of the avail- 
ability of funds emphasizes that the grants will be 
made for clinical and basic medical research, but 
that they must be supplemental to funds from other 
sources. No more than two grants are made to the 
same institution, and they are not to be used for the 
payment of salaries, services, or overhead. Granted 
funds are usually spent for drugs, supplies, animals, 
and equipment. 

Major research grants are often tightly subdivided 
and earmarked for specific purposes, so that the 
researcher who finds he has forgotten to make pro- 
vision for a necessary piece of equipment, or for 
sufficient drugs, may find himself hampered in his 
efforts. “This is where the A. M. A. likes to be able 
to step in and make its dollars count heavily by of- 
fering supplemental aid,” a spokesman for the Sub- 
committee said. 

A. M. A. grants are not made to individual re- 
searchers. The money is awarded to the institution 
in which the study is being made and is used by 
its business office to pay for purchases made by 
the investigator. The Subcommittee requires an 
accounting of the disbursements and the return of 
any unused balance. 


Awards in Nutrition 


Another A. M. A. group also channels funds to 
specialized research efforts. Early this year, the 
Council on Foods and Nutrition awarded ten $600 
grants in the form of fellowships to medical stu- 
dents for the purpose of encouraging research in 
some phase of clinical nutrition. 

Recipients of the fellowships are chosen by the 
Council on the basis of applications submitted by 
medical school faculty members who administer the 
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Dr. E. M. K. Geiling of Odessa, N. Y., is Chairman 
of the Subcommittee on Grants-in-Aid of the A. M. A. 
Committee on Research. Other members are Drs. 
William Dock of Brooklyn, N. Y., Stuart Mudd of 
Philadelphia, Torald Sollmann of Cleveland, and Wes- 
ley Spink of Minneapolis. Dr. Norman V. DeNosaquo 
of Chicago is Staff Secretary. 

Chairman of the A. M.A. Council on Foods and 
Nutrition is Dr. Charles S. Davidson of Boston. Other 
members are Drs. George R. Cowgill of New Haven, 
Conn.; William J. Darby of Nashville, Tenn.; Grace 
A. Goldsmith of New Orleans; Wendell H. Griffith 
of Los Angeles; David B. Hand of Geneva, N. Y.; 
Robert L. Jackson of Columbia, Mo.; L. A. Maynard 
of Ithaca, N. Y.; Robert E. Olson of Pittsburgh; 
Clement A. Smith of Boston; and John B. Youmans 
of Washington. Philip L. White, Sc.D., of Chicago is 
Staff Secretary. 


awards. Funds for the program are provided by the 
Nutrition Foundation, Inc., a group formed in 1941 
by food and related manufacturers. 

Although this is only the second year the awards 
have been made, there were 32 applications for 
grants. Dr. John F. Mueller, professor of medicine 
at the University of Cincinnati College of Medicine, 
was the senior investigator for a project recently 
completed by Robert Poe, recipient of one of the 
fellowships. Mr. Poe’s research was in the relation- 
ship of lipemia clearing to coronary artery disease. 

Dr. Mueller says: “The project was specially 
planned for him, but will be continued in our lab- 
oratory because of the interesting findings he accu- 
mulated. I have no doubt that work such as Mr. Poe 
did . .. may give many clues to the possible etiology 
of degenerative vascular disease.” 

“No one expects these students to produce any 
world-shaking or Nobel-prize-winning research,” 
says Dr. Mueller, “but on the other hand, it does 
give them an opportunity to get a taste of what re- 
search is all about, and stimulate their interest in it.” 


A. M. A. Committee on Aviation, which wants to be renamed “Committee on Aero Space Medicine,” meets in Los 


Angeles on April 30. Staff secretary, seated in center beside chairman, speaks into muffling mask of recording device so as 


not to disturb Committee discussion of agenda item (see story next page). 
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How A. M. A. Group Works 
To Safeguard People Aloft 


The Committee will have broad, over-all responsi- 
bilities in all aspects of civil aviation medicine, The 
immediate problem and concern of the Committee 
will be the physical well-being of airmen and the 
safety of the flying public .. . 


When the A. M. A. Board of Trustees created a 
-Committee on Aviation Medicine in June, 1957, 
there was no sputnik, not a single American jet air- 
liner operating, never a hint of today’s elaborate 
screening effort to place a man in orbit. Now, as 
an illustration of how the A. M. A. panel has 
handled its “broad, over-all responsibilities” apace 
with the times, members at their most recent 
meeting in Los Angeles on April 30 recommended 
a name change to Committee on Aero Space Medi- 
cine. In its two years of existence the 1l-man 
Committee, under the chairmanship of Dr. Jan H. 
Tillisch of Rochester, Minn., has, among its many 
and varied actions: 

—Urged the establishment of some mechanism 
to bring order out of the cenflicting policies of two 
governmental groups concerned with the health of 
this country’s 850,000 civilian airmen. (The post of 
Civil Air Surgeon was later established in the Fed- 
eral Aviation Agency recently created by Congress.) 

—Called for particularly close medical surveil- 
lance of the health and working conditions of 
civilian flight crews of “unforgiving high perform- 
ance passenger-carrying aircraft.” These are de- 
scribed as planes propelled by jet, turbojet, and 
“perhaps in the future ramjet and rocket” engines. 
Such surveillance is necessary for a crew of this 
type of plane, according to the Committee, “be- 
cause of its high speed in flight, its high landing and 
take-off speed, and the fact that once committed to 
land the decision is usually irreversible because of 
fuel limitations.” 

—Recommended that the necessity to passenger 
safety for good health of air and ground crews, 
including air traffic controllers, be. communicated 
to the medical profession generally. The Committee 
believes that when more physicians understand the 
importance of this health factor and, in turn, are 
able to impress it on those who play key roles in 
civil aviation operations, then more of these persons 
will be willing to disqualify themselves from such 
roles on medical advice. 

—Expressed the need for improved medical par- 
ticipation in the investigation of aircraft accidents. 
Local coroners (many of whom are not even physi- 
cians ) now decide whether autopsies are to be per- 
formed on victims of such accidents. 

At their recent meeting in Los Angeles, A. M. A. 
Committee members applauded several proposed 


131/957 


amendments to civil air regulations dealing with 
tighter physical standards for airmen. It was re- 
called that last fall a pilot who had recently passed 
a federally prescribed medical examination died of 
a heart attack as he was preparing to command an 
airliner trip (see box). 

Committee members also decided that there is a 
need to prepare a guide for all physicians regarding 
the air transport of their patients. Such a guide will 
be developed after consultation with the Aero Space 
Medical Association. Commenting on the need for 
a guide, a Committee member, Dr. Ludwig Lederer, 
said, “So many well-meaning physicians tell some 
of their patients, ‘No, don’t fly,’ when what they 
really mean to say is, ‘Don’t travel.’ Airline transport 
is becoming increasingly safe for patients—with im- 
provements in cabin pressurization and with re- 
duction of the travel time.” 

The A. M. A. Committee, trying to keep one jump 
ahead of the health problems in today’s and to- 
morrow’s jet-space age, does not presume it can 
come up with all the answers. For there are no pat 


Better Health at the Stick 


Within six months five airline captains die of 
natural causes not found in recent physical exam- 


inations. . . . The copilot safely lands 62 passen- 
gers after the pilot suffers a fatal heart attack over 
Wisconsin. . . . A number of pilots with diagnosed 


epilepsy, myocardial infarction, psychoneuroses, 
and even psychoses continue to fly—with and 
without proper certification. . . . 

Acting on these recent revelations in lay press 
and clinical reports, the newly established Federal 
Aviation Agency is now tightening up medical 
examination requirements for pilots in command 
of commercial airplanes. Beginning July 1 such 
pilots over the age of 35 (there are a total of 
14,000 airlines captains) will have to “pass” elec- 
trocardiographic tests. This addition to other medi- 
cal requirements is aimed at finding heretofore un- 
detected cases of myocardial infarction. The FAA 
also expects soon to place restrictions on any air- 
line command pilot who has a history of a psy- 
chotic episode, who requires a hypoglycemic agent 
for control of diabetes, or who has any other 
serious medical condition. In the past, because of 
administrative loopholes, some of those pilots have 
been able to continue flying. 

A number of airlines, with medica] departments 
of their own, presently apply standards which are 
as strict as or stricter than the new FAA rules. 
Airlines medical directors, some of whom are on 
the A. M. A. Committee on Aviation Medicine 
(see story), long have advocated closer surveil- 
lance of the physical, mental, and emotional fit- 
ness of commercial and other civilian pilots, It was 
largely through the efforts of these and other phy- 
sicians that the FAA was created. 
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Bears, Flickers, and Isolation 
Chairman of the Committee on Aviation Medicine of 


the A. M. A. Council on Industrial Health is Dr. Jan H. Physicians Are Developing 

Tillisch of Rochester, Minn. Other members are Drs. bs i 2 

William F. Ashe of Columbus, Ohio; Victor A. Byrnes, A Spaceside Manner 

Brig. Gen. USAF, of Washington, D. C.; Oran W. 

Chenault, Capt., USN, of Washington, D. C.; Herbert Black bears seem to be man’s best proxy for ex- 


F. Fenwick of Chicago; Ashton Graybiel, Capt., 
USN, of Pensacola, Fla.; George J. Kidera of Chicago; 
Ludwig G. Lederer of Washington, D, C.; William 


periments in abrupt deceleration relating to space 
flight. There now is promise of preventing heart 


R. Lovelace of Albuquerque, N. Mex.; L. O. Simen- attacks in passengers bound for Mars. Isolating an 
stad of Osceola, Wis.; and M. S. White, Brig, Gen., entire community for observation may be a neces- 
USAF, of Washington, D. C. Staff Secretary is Dr. B. sary first step to interplanetary travel. Induced 


Dixon Holland of Chicago. hibernation could solve many psychological, so- 


ciological, and physiological problems confronting 
space flight planners. 


solutions to many puzzlers, such as these: Those were a few of the points brought out in 

—At what age should an airlines pilot retire Los Angeles recently at the 30th annual meeting of 
(many above the age of 60 surpass their juniors in the Aero Space Medical Association (renamed from 
proficiency )? Aviation Medical Association). Speakers also dis- 

—What is the degree of risk to passengers which cussed “flicker vertigo” associated with propellers 
should be accepted in returning to the plane’s con- and helicopter rotors, and the elatedly profane diary 
trols a pilot who has recovered from a major im- of an airman in “space isolation.” The following are 
pairment? excerpts from papers presented at the ASMA meet- 


i] 27-29: 
In the very process of seeking solutions to present ing April 27-29: 


and anticipated flight problems, the A. M. A. Com- HIBERNATION AND BEARS— 


mittee is pursuing its assigned goal of assuring the While it is principally in the matter of reduction of 
physical well-being of airmen and the safety of energy that we may expect the greatest benefit from 
the flying public.” the use of hibernation, boredom will not be a problem 


Poetry Amid the Cost, Impact . . 


Despite almost daily reports of advances in various phases of space medicine and allied re- 
search a few clouds of discontent mar that horizonless cosmos. One cloud was billowed by Sir 
John Cockcroft, chief of Britain's atomic research program. While speakers at the Aero Space 
Medical Association meeting in Los Angeles (see story) were predicting a rosy future through 
expanded research, Sir John was pooh-poohing in Australia: 

“The fantastic amounts—thousands of millions—being spent by the United States and Russia 
in trying to put a man into space is not warranted. The money could be better employed in 
medical and biological research on earth.” 

And in New York City last month, Merle A. Tuve of the Carnegie Institute drew a round of 
applause when he told a Symposium on Basic Research, “New scientific knowledge gained by 
just operating a huge expedition or big scale instrumentation often must be inflated by re- 
>: peated public statements until it appears to have great scientific importance. Most of our pres- 
ent hoopla about space is certainly in this category.” 

Tuve suggested that if this country were to allocate 40 to 60 million dollars a year to support 
individual creative scientists during their working lifetimes, in a decade the United States would 
have “a solid phalanx of 500 or 600 outstanding investigators” dedicated to basic research. The 
total investment, he added, “would amount to about half the costs of one year of our current 
activity with space rockets.” 

Another speaker, C. Guy Suits of the General Electric Company, offered a verse to illustrate 
“a chief executive’s utterly exact method for budgeting scientific research”: 


I multiply your projects by the words I can’t pronounce, 

And weigh your published papers to the nearest half an ounce; 
I add a healthy bonus for research that’s really pure 

(And if it’s also useful, your job will be secure). 


: I integrate your patent-rate upon a monthly basis 
‘ And I figure what your place in the race to conquer space is; 
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to men in such a state, nor will there be strife among 
crew members. Weightlessness will also not affect men 
secured in this state. A major saving in space and load 
requirements could be effected by reducing food and 
oxygen supplies. Aging should occur at only half the 
normal rate during hibernation. What do we need to 
know to produce true, deep hibernation in man? First, 
we must be able to lower body temperature to 10 C 
[50 F] or below without the occurrence of ventricular 
fibrillation. Second, we must be able to maintain him 
for long periods in this condition. And we must be able 
to arouse the man to a normal condition periodically in 
order to allow energy levels to be built up. A program 
aimed at such goals must not lose sight of the fact that 
the mammalian hibernators have solved these problems. 
—Raymond J. Hock, Ph.D., Arctic Aeromedical 
Laboratory, Ladd Air Force Base, Alaska 


Eight American black bears have been utilized in 
abrupt deceleration studies at the Holloman Air Force 
Base short track facility. They approximate man’s con- 
formation and weight, and stand alone easily on their 
rear limbs with the head at normal inclination. In the 
forward facing position with a full harness they have 
sustained g[ravity] levels with reversible lesions which 
would be unusually painful and not recommended for 
human volunteers. 

—Capt. James E. Cook and Capt. John D. Moseley, 

Aeromedical Field Laboratory, New Mexico 
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STRESS AND HEART ATTACK— 

Until lately we have been unable to stimulate cer- 
diac lesions by stress in animals, But now it has been 
done by stress and release of adrenal hormones—in order 
to learn how to prevent men from having heart attacks 
in closed capsules orbiting in space. Both the stress and 
hormone applications had to be done simultaneously— 
if performed one at a time there were no lesions. 

—Hans Selye, M.D., University of Montreal 


FROM FARM TO SPACE— 

I propose the establishment of a small human com- 
munity which would be isolated yet could be observed— 
in order to simulate a space mission of long duration. 
How would such a laboratory experiment be organized? 
At first it might take the form of a farm. Isolation might 
later be increased by enclosing the area. When the 
major problems of maintaining this ecological experi- 
mental community in balance have been solved, the 
next step would logically be that of miniaturization—a 
shrinking process aimed toward reduction of space and 
weight to make the system feasible for space travel. An 
interdisciplinary team utilizing the talents of physicists, 
chemists, engineers, physiologists, veterinarians, food 
technologists, and many other physical and biological 
disciples are needed to yield a workable solution, 

—Lieut. Col. Albert A. Taylor, D.V.M., Air Research 

and Development Command, Washington, D. C. 


FLICKER VERTIGO— 


One helicopter passenger reported that “in the space 


.. and Meaning of Research 


Your scientific stature 1 weigh upon some scales 
Whose final calibration is the company’s net-to-sales. 


And so I create numbers where there were none before; 

And thus have facts and figures and formulae galore— 

And these volumes of statistics make the whole thing very clear: 
Our research should cost exactly what we've budgeted this year! 


The following are additional excerpts from the symposium, which was attended May 14-16 
at the Rockefeller Institute by 250 leaders in science, government, education, and industry: 


We reject a philosophy that emphasizes more 


dependence upon a centralized approach and 
direction. Regimented research would be, for us, 
catastrophe. . . . We cannot improve science and 
engineering education without strengthening edu- 
cation of all kinds. 


—President Dwight D. Eisenhower 


The social sciences, psychology, and psychiatry 
have suffered particularly by the emphasis on 
applied research at the expense of basic work and 
the tendency to hurry results into practice. We 
are beginning to see that we cannot indefinitely 
depend on the tree of knowledge to produce the 
apples which keep the doctor away unless we do 
something about the health of the tree itself. 

—Robert S. Morison, M.D., 
Rockefeller Foundation 


Scientists, when they get into government, are 
their own worst enemies. When they have con- 
trol over activities of their colleagues—through the 
recommending of research grants—they become 
autocrats of the most difficult kind. 

—Lee A. DuBridge, California 
Institute of Technology 


Our so-called “pure scientists” are becoming 
suburban bourgeois—business-minded—coming to 
work at the same time every day because they 
are in car pools. And so their interest centers 
around car pools and cesspools. We need more 
researchers who can make the scientist's party 
toast, “Here’s to mathematics—may it never have 
an application.” 

—Isidor I. Rabi, 
Columbia University 
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of a few seconds I seemed to be enveloped in a vio- 
lently pulsating reddish mist that thickened and blotted 
out all visual discernment and produced a panic sensa- 
tion that massive, brilliant fire balls were being hurled 
at me.” A B-36 tail gunner, seeing the sun through 
slowly-turning propeller blades, had a grand mal con- 
vulsion in the aircraft though he never previously had a 
seizure. Another case involved a pilot serving as an air- 
drome officer. While standing on the ramp awaiting 
engine shut-down of an incoming C-54, he noted the 
rays of the setting sun through the revolving propellers 
and promptly had a grand mal seizure. In both in- 
stances, the seizures were reproduced in the laboratory 
by photic stimulation (flickers). 
—Maj. Charles A, Berry, M.D., and 
Maj. Herbert K. Eastwood, M.D. 
Randolph Air Force Base, Texas 


MOTIVATION IN ISOLATION— 


Math test finished with three minutes to spare. 
Gerathewohl said: “Even a genius couldn't do the en- 
tire thing in one hour.” Pardon me, all to hell... . 
Sharpened the pencils for tomorrow’s test. Getting a 
little anxious to get the hell out of this box. . . . Fin- 
ished math test and had five minutes to spare. Wait 
till Gerathewohl sees that. I'll have him calling me 
“genius”! Ha! 

—Diary of Airman D. G. Farrell during week of 
isolation, as quoted by Siegfried J. 
Gerathewohl, Ph.D., Redstone Arsenal, Ala. 
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How A. M. A. Works with Other 
Groups for Health in Sports 


What is the value of ultrasound in the treatment 
of athletic injuries? 

How might the modification of rules in certain 
sports prevent injuries? 

Is “making weight,” as practiced by some wres- 
tlers and boxers, really dangerous? 

When members of the A. M. A. Committee on In- 
jury in Sports met in New York City last month to 
discuss these and related questions, their words did 
not ring hollowly in professional isolation. Working 
with them have been school athletic associations. 
Backing up their medical opinions were reports 
from athletic directors, coaches, and _ athletes. 
Sitting in with them at the meeting itself was a 
representative of the National Athletic Trainers 
Association. All have a common goal: Safeguarding 
the health of the athlete (see Medicine at Work, 
THE JOURNAL, Oct. 11, 1958). 

The following are sample opinions voiced by 
Committee members at the meeting May 17: 

“In the present state of knowledge, there seems 
to be no particular advantage of ultrasound over 
present modalities in treating various conditions of 
athletes. In fact, indiscriminate use without medical 
diagnosis and prescription holds some dangers to 
the athlete.” 

“Wrestlers and boxers who attempt large weight 


Left, leaders of Aero Space Medical Association gather after session for meeting of A. M. A. Committee on 
Aviation Medicine. From left to right are Drs. Oran W. Chenault, ASMA first Vice-president; William Kennard, 
secretary-treasurer; George Kidera, President-elect; Ludwig Lederer, President, and M. S. White, immediate past- 
president. They are also members of the A. M. A. Committee with exception of Dr. Kennard, who is former 
acting director of A. M. A. Washington office. Right, ASMA exhibitor adjusts case displaying pressure suit de- 


signed for manned space flight. 


MRDYICINE 
The 5 
| 
sd 
4 
he 
= 
; 


Vol. 170, No. 8 


A. M. A. Committee on Injury in Sports discusses 
ultrasound at meeting in New York. 


losses within very short periods are endangering 
their health and perhaps their lives. I treated one 
athlete who developed acute pancreatitis and nearly 
died after practically starving himself before weigh- 
in time, and then consuming 6,000 calories in one 
sitting before the bout.” 

“More physicians are needed to assume respon- 
sibility for assuring proper care of high school 
athletes.” 

“If we can work with the individual football 
coach at the local level we can show him that 
changing the rules to prohibit blocking below the 
knee, for example, will allow him to keep his best 
men in play without the present fear of injury tak- 
ing them out. We must work with the people in- 
volved. We physicians cannot sit on high and say, 
‘Thou shalt not.’” 


Dr. Allan J. Ryan of Meriden, Conn., is Chairman 
and Dr. Augustus Thorndike of Cambridge, Mass., is 
a member of both the ad hoc Committee on Am- 
phetamines and Athletics and the Committee on 
Injury in Sports. Other members of the first-named 
Committee are Drs. Henry K. Beecher of Boston and 
William H. Kessenich of Washington, D. C. Other 
members of the Committee on Injury in Sports are 
Drs. Carl E. Badgley of Ann Arbor, Mich.; Harold P. 
Muller of Berkeley, Calif.; Francis Murphey of Mem- 
phis; Owen B. Murphy of Lexington, Ky.; William D. 
Paul of Iowa City, Iowa; and Thomas B. Quigley of 
Boston. Fred Hein, Ph.D., of Chicago, is staff secre- 
tary of both committees. 
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Amphetamines and Cooperation 


It was two years ago that the A. M. A. Board 
of Trustees established an ad hoc Committee on 
Amphetamines and Athletes to resolve, by scien- 
tific methods, a widespread controversy over the 
role of these drugs in sports. At a final meeting 
in New York City on May 16 the reports of two 
sets of investigators (published along with an 
editorial in the May 30 issue of Tue JounNAL) 
were considered by the Committee. 

While one study indicated that amphetamine 
sulfate had an uncertain effect on performance, 
and the other showed improved performance in 
approximately 75% of athletes, the Committee 
immediately recognized there was no real para- 
dox or conflict. Rather, they knew, each report 
was valid under differing frameworks of research 
rules relating to dosage, interval between drug 
administration and athletic performance, number 
of trials, and statistical sample and analysis. 

Members cited the two studies, as well as their 
own survey on extent of use, in a report to the 
Board. The total report represents the first A. M. A. 
portrayal of the role of amphetamines in athletics 
—in fact, the first such specific analysis of its kind 
in the world. In describing the survey phase, Dr. 
Allan J. Ryan, Chairman of the Committee, said, 
“It could not have been presented without the 
help of coaches, trainers, athletic directors, and 
team physicians in 734 colleges and 815 high 
schools—as well as officials of the National Col- 
legiate Athletic Association, the National Asso- 
ciation for Intercollegiate Athletics, and the Na- 
tional Federation of State High School Athletic 
Associations.” 


Corporations, Too, Help 
Support Medical Education 


What motivated the railroads of this nation to 
give more than $34,000 last year toward the support 
of medical schools? Why did the iron and steel in- 
dustry contribute nearly $137,000, the legal profes- 
sion $4,700, the automobile makers $159,000, and 
the entertainment industry over $10,000? How does 
the American business community or, for that mat- 
ter, any area outside of this profession, identify its 
stake in so seemingly remote a field as medical 
education? 

Perhaps it is not remote at all. In its decade of 
existence the National Fund for Medical Education 
has disbursed to medical schools nearly 19 million 
dollars (including 5 million dollars in AMEF funds), 
contributed largely by companies representing 
scores of industries. In praising this corporate sup- 
port, S. Sloan Colt, president of the Fund, reported 
last month, “Their action reflects industry's concern 
with both the immediate need for doctors, medical 
research, and health services, and the long-range 
need to develop the full potential of the medical 
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sciences. Corporation directors are realizing more 
and more that medical education is a focal point of 
national strength.” 

The NFME was organized by the Association of 
American Medical Colleges, the American Medical 
Association, and a group of university presidents 
headed by Dwight D. Eisenhower, then president 
of Columbia. The bulk of the $2,046,399 donated to 
the Fund last year by nearly 2,000 business and 
professional organizations went to medical schools 
“with no strings attached.” Special-purpose grants 
supported 15 separate projects aimed at such edu- 
cational goals as improved audiovisual teaching, 
interrelation of religion and medicine, and a reduc- 
tion in the time required to complete an M.D. 
degree. 

Assembling in Chicago for an annual meeting 
on May 12 representatives of the Fund awarded a 
joint citation to Theodore V. Houser, retired board 
chairman of Sears Roebuck and Company. He has 
long been identified with progress in medical edu- 
cation support efforts and, through the Sears Roe- 
buck Foundation, with improved distribution of 
medical care facilities. Houser noted that the cur- 
rent contribution by industry only begins to solve 
the problem of medical schools support. He said, 
“The real need is a minimum of 10 million dollars 
a year.” 

Underlining cooperative efforts in such a gigantic 
task of support, Dr. F. J. L. Blasingame, Executive 
Vice-president of the A. M. A., told the assembled 
physicians and laymen: “The contributions of phy- 
sicians to medical schools through our American 
Medical Education Foundation and through indi- 
vidual medical school alumni funds have been 
multimillion in the past few years. The medical 
profession’s success has been due in part to the 
sound backing given to medical education by cor- 
porations and by individuals.” 


Taking the Magic Out 
Of Medical Hypnosis 


Ever since last June, when the House of Dele- 
gates developed a statement on the medical use of 
hypnosis, drum-beaters for short-term, high-cost in- 
structional courses have been promoting their hocus- 
pocus pitch more and more intensively. Now, as a 
result of its first meeting recently, the new A. M. A. 
Committee on Hypnosis has begun laying out a 
program to take the magic out of medical hypnosis: 
Members hope to outline, within a few months, a 
suggested curriculum for the teaching of hypnosis 
at medical-school and postgraduate levels. 

While such a course has not yet been delineated, 
Committee members at their April 25 meeting in 
Philadelphia expressed the opinion that a proper 
curriculum approach should: 

—Emphasize psychodynamics rather than tech- 
nique. This stress on the motivational basis of hu- 
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Devices and Drama 


In the task of pursuing its straight-line goal 
(see story) the A. M. A. Committee on Hypnosis 
has had to examine the chaff along with the wheat 
of activities surrounding this topic. Among items 
recently called to Committee attention are these: 

—A camera-like device (priced at $247.50) 
which, it is claimed, automatically puts people 
into a deep trance by means of a soft ticking 
sound and a blinking light. 

—Inquiries from several hospitals regarding de- 
livery room and operating room privileges to non- 
physician hypnotists. 

—A move by one state medical society against a 
lay hypnotist for alleged violation of the medical 
practices act, and the investigation of a hypnosis 
institute by county prosecutors in another state. 

—A one-hour television drama, presented last 
month, which featured medical hypnosis. (The 
script was produced with the advice of two 
A. M. A. Committee members and was reviewed 
by another A. M. A. Committee which specializes 
in medical script counsel. See Medicine at Work, 
THE JourNaL, May 4, 1957.) 


man behavior recognizes the value of long-term 
perspective in doctor-patient relationships—a vital 
point lacking in “quickie” hypnosis courses. 

—Build an understanding of both immediate and 
eventual hazards in posthypnotic suggestion and in 
self-hypnosis when practiced by either the patient 
or the physician. 

—Point up the damage which the entire profes- 
sion can suffer if hypnosis is used to enhance a 
medical practice through hints of “mystery,” pana- 
cea, or “miracle” results. 

—Identify hypnosis as merely an adjunctive tech- 
nique, and acknowledge that many other kinds of 
approach could be better in selected cases. 

—Caution against hypnotizing persons who may 
have been under treatment for a psychiatric dis- 
order which might be aggravated as the result of a 
trance. 

Commenting on the awareness with which a 
number of medical educators approach this com- 
plex problem Dr. Harold Rosen, chairman of the 
A. M. A. Committee, said, “In contrast to those 
sensationalizing brief courses in scattered parts of 
the country it is refreshing to note that several 
medical schools are either planning or instituting 
principles of hypnosis as a part of established cur- 
riculums on a reasoned, long-term and integrated 
basis.” 

Cruises, Race Tracks and Secrets 


Promotional mailings which sensationalize 
“quickie” courses have been sent to thousands of 
medical and dental practitioners in recent months— 
under the sponsorship of physicians, “licensed hypno- 
therapists,” psychologists, private schools, “hypno- 
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tists to the medical profession,” and even county 
medical societies. These have carried such labels as 
“seminar,” “institute,” “training program,” “complete 
three-day postgraduate course,” and “Kentucky 
Derby Special” (which, according to the literature, 
includes two reserved seats to the race “and two 
Gen - u - wine Kentucky Mint Juleps”). Prices have 
ranged from $85 for a one-day course to $1,195 for 
an “18-day International Caribbean Cruise Course 
in Hypnosis.” No price was listed for an “April in 
Paris Hypnosis Course.” 

The tempo and intensity of such promotion is a 
source of concern to the A. M. A. Committee, whose 
members are intent on communicating to their col- 
leagues the values of medical hypnosis while chart- 
ing the pitfalls of its misuse and abuse. So often, 
they know, disappointments from inflated anticipa- 
tion come too late for remedy. One example oc- 
curred in 1950 when the seventh-place St. Louis 
Browns hired a “psychologist hypnotist” to eliminate 
self-doubts acquired by the team’s consistent losers. 
His contention was that the coordination of these 
players was destroyed by “fear thoughts to the 
muscles.” 

How did the Browns fare after hypnotic effort? 
They still were seventh when the season closed. 

An in-depth report on medical hypnosis is sched- 
uled for early publication in Medicine at Work. 


Members of A. M. A. Committee on Hypnosis, under 
Council on Mental Health, hold their first meeting in 
Philadelphia, continuing discussions at dinner with 
benefit of stenotypist and tape recorder. Clockwise from 
left are Drs. Richard J. Plunkett, staff secretary; M. 
Ralph Kaufman of New York City; Zigmond M. Leben- 
sohn of Washington, D. C.; Louis J. West of Oklahoma 
City; and Harold Rosen of Baltimore, chairman. 


New Echoes of Danger 
In Plastic Bags Alert 


AT LEAST THREE CHILDREN HAVE SUF- 
FOCATED SO FAR THIS WEEK WHILE 
PLAYING WITH PLASTIC BAGS IN INDIANA, 
PENNSYLVANIA AND CALIFORNIA .. . 


A wire service news report which included that 
sentence has accented a nationwide awareness of 
the peril of discarded plastic garment bags used as 
playthings. It was six months ago that a Phoenix 
physician linked the suffocation deaths of four in- 
fants to plastic bags with which each had been 
playing. He notified the A. M. A. Committee on 
Toxicology and the word was spread to regional 
health officials. Soon, thanks to the help of local 
newspapers, individuals in their communities were , 
being warned of the danger. 

On April 25, THe JourNAL reported on the joint 
efforts of medicine and ‘the press to sound the 
alarm. Then, last month, communications mediums 
on a broad scale were able to portray a fuller pic- 
ture from the United Press International wire serv- 
ice report. As that story was ticking off May 13 on 
teletypes in the offices of nearly 2,000 newspapers, 
magazines, and broadcasting stations, these things 
were taking place: 

—The National Safety Council was estimating 
that 100 small children might be suffocated in plas- 
tic bags this year. 

—The plastics industry was organizing wide dis- 
tribution of a pamphlet warning against reuse and 
abuse of the packaging material. 

—The Public Health Service was reviewing recent 
and past infant deaths to determine action on its 
part. 

—A Chicago dry-cleaning chain was discontinuing 
use of $2,500 worth of plastic bags, and an Indian- 
apolis dry cleaner was stencilling his bags with the 
warning: “Danger. Keep away from infants. Danger 
of Suffocation.” 

—Legislation was being prepared in Congress 
and several states, dealing with perforation or label- 
ing of the bags. 

The alert remains alive. It shows the accom- 
plishments of cooperative effort when the medical 
profession and communications mediums pursue a 
common public service goal quickly, factually, and 
unselfishly. 


MEDICINE AT WORK in future issues 
© Fire Rescue Squads 

¢ Interlingual Doctors 

Planning Tomorrow’s Hospital 

Radiation—Double-Edged Sword 

¢ Local Teamwork in Aging Program 
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MEDICOLEGAL ASPECTS OF HEAD INJURIES 


ANY cases of head injuries have medico- 

legal aspects. Persons who have sustained 

head injuries as the result of an occupa- 

tional injury or through someone's negli- 
gent act sometimes seek recovery of a monetary 
award in a civil suit or compensation hearing. 
Awards in such proceedings often include money 
damages for factors not directly related to earn- 
ing capacity, namely, mental distress, pain, dis- 
figurement, and personal grievances, and require 
of the physician an emphasis on certain aspects 
which are not always well documented in routine 
medical practice. 

The prime consideration of the physician when 
he sees a patient with a head injury, of course, is 
to determine precisely the severity of brain dam- 
age, if any, and to treat it as best he can. An accu- 
rate assessment of such damage, according to 
Walker,’ depends on data dealing with evidence 
of external violence, proof of impairment of mental 
functions, and neurological deficits or abnormalities 
as found in certain types of laboratory examina- 
tions. 

Fractures visible in roentgenograms of the skull 
indicate that the head was subjected to at least a 
certain degree of violence, but the severity of a 
head injury is not necessarily correlated with the 
extent of the skull fracture. Severe neurological 
disturbances may follow injuries that cause very 
minor fissures in the skull or no fractures whatever. 
Examination of the cerebrospinal fluid several hours 


1. Walker, A. E.: Medicolegal Aspects of Head Injuries, Postgrad. 
Med. 24:A-34-A-46 (July) 1958. 
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after a head injury may reveal blood in the fluid; 
ordinarily, this provides evidence of head injury, 
provided a ruptured aneurysm is ruled out. The 
amount of blood in the cerebrospinal fluid is not, 
however, an index of the severity of the injury, for 
the fluid may be virtually clear in cases of severe 
head injuries and quite bloody in relatively minor 
head injuries. 

An electroencephalogram made shortly after a 
head injury may demonstrate alterations in brain 
waves. Since about 15% of the general populace 
have some degree of electroencephalographic ab- 
normality, a single electroencephalogram should 
not be considered proof that the brain was injured, 
because it is difficult to be sure that a single elec- 
troencephalogram taken before the injury would 
not also have been abnormal. However, if repeated 
electroencephalograms of a patient who has sus- 
tained a head injury made over a period of several 
weeks demonstrate reversal of the alterations of 
brain waves to a normal pattern, it is justifiable to 
conclude that damage to the brain produced the 
initial change in the electroencephalogram. 

It is often mistakenly assumed that brain injury 
will necessarily lead to permanent mental or neu- 
rological impairment. Minor injuries and sometimes 
major injuries frequently do not cause the slightest 
demonstrable impairment of mental or nervous 
function. While it is probably true that a blow to 
the head which results in unconsciousness for more 
than an hour or two indicates organic damage to 
the brain that will not be repaired by nonneural 
functioning tissue, it does not follow that such an 
injury will permanently impair cerebral function. 
In general, the ill-effects of most head injuries pass 
off within six months; some patients, however, have 
persistent symptoms, neurological sequelae, or 
paroxysmal attacks of unconsciousness to mar their 
return to good health. 

Most patients whose head injuries are sufficient 
to impair consciousness experience symptoms of 
headache, dizziness, amnesia, mental confusion, 
and nervousness for short periods of time, usually 
for a few weeks, although they occasionally persist 
or recur for longer periods. In a small percentage 
of patients who exhibit persistent symptoms, these 
form a consistent clinical pattern so that they have 
been called the post-traumatic or post-concussional 
state or syndrome. Patients thus affected complain 
of headache, dizziness aggravated by postural 
changes, insomnia, tinnitus, difficulty in concentra- 
tion, memory impairment, nervousness, visual dis- 
turbances, and anxiety. Whether the post-traumatic 
syndrome is due to organic brain damage or to 
neurosis has been argued for generations. In evalu- 
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ating persons who have had this syndrome for a 
year or two after injury, it is advisable to consider 
the findings obtained from neurological examina- 
tion, roentgenograms of the skull, electroencephalo- 
grams, psychometric testing, and, in some instances, 
psychiatric examination. Evaluation of the clinical 
symptoms of the post-traumatic state requires 
knowledge of the patient’s intelligence and per- 
sonality as well as of any neurological deficits and 
evidence of convulsive manifestations. Presence of 
any of these sequelae does not necessarily mean 
that the patient will be permanently disabled, for 
these sequelae tend to regress spontaneously with 
time and with resolution of litigation. 

The medicolegal evalua- 
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1921 from the University of Pennsylvania. He spent 
his internship and residency, respectively, at the 
Hospital of the Protestant Episcopal Church and 
Kensington Hospital for Women in Philadelphia. 
Dr. Askey’s brother was severely wounded at St. 
Mihiel in World War I, and spent his last days in 
Los Angeles. It was his brother’s serious condition 
that took Dr. Askey, as a young surgeon, to Cali- 
fornia. In 1948 he was certified by the American 
Board of Surgery, and later he became a fellow of 
the American College of Surgeons. He is on the 
surgical staff of St. Vincent's Hospital in Los 

Angeles. 
He was especially honored in June, 1958, when 
he was called back to Alle- 


tion of a disability due to 
an impairment caused by a 
head injury is somewhat 
more complicated, difficult, 
and uncertain than the eval- 
uation of a disability due to 
an impairment caused by a 
leg, arm, or eye injury. The 
latter yields more readily to 
measurement. Fortunately, 
however, the physician is 
not required to place a mon- 
etary value on either impair- 
ment or disability, although 
the patient's attorney must 
do so and would, no doubt, 
like the physician to do so. 
Perhaps some of today’s 
excessive verdicts could be 
avoided, some liability in- 
surance premiums reduced, 
and the over-all administra- 
tion of justice improved if 
more emphasis were placed 


DR. E. VINCENT ASKEY—PRESIDENT-ELECT 


At the 108th Annual Meeting of the American 
Medical Association in Atlantic City the House of 
Delegates named Dr. E. Vincent Askey, prominent 
Los Angeles surgeon, the new President-Elect. He 
will take office as 114th president in June, 1960, at 
the Miami Beach meeting. Dr. Askey was elected by 
unanimous vote of the House of Delegates which 
first elected him their vice-speaker in 1952, and 
their speaker in 1955. 

Dr. Askey was born in Sligo, Pa., Aug. 15, 1895. 
He received a bachelor of science degree in 1917 
from Allegheny College and his medical degree in 


E. Vincent Asxey, M.D. 
on the maximal medical re- PRESIDENT-ELECT OF THE AMERICAN MEDICAL ASSOCIATION 


habilitation of the patient 
and less on the assessment of a monetary reward 


for injury. 


gheny College at Meadville 
to receive the honorary de- 
gree of doctor of science. 
Despite a busy practice, the 
citation said, Dr. Askey had 
found time to serve as a 
member and president of 
the Los Angeles City Board 
of Education, combining 
high ideals, responsible citi- 
zenship, and distinguished 
professional achievements. 
His sponsor at the cere- 
monies was the professor 
who had first introduced him 
to biology 45 years earlier. 

In 1943 Dr. Askey served 
as president of the Los 
Angeles County Medical 
Society and in 1948 as presi- 
dent of the California State 
Medical Association. He is a 
member of Alpha Omega 
Alpha, Nu Sigma Nu, Delta 
Tau Delta, and Alpha Chi 
Sigma. He is married to the 
former Martha Nebinger, 
whose ancestors boasted five 
consecutive generations of physicians. The Askeys 
have two sons, Edwin Vincent Jr., and David 
Harrison, a premedical student in Colorado, and 
a daughter, Jane. They also have four grand- 
children. 


DR. DE BAKEY GIVEN DISTINGUISHED 
SERVICE AWARD 


Dr. Michael E. De Bakey of Houston, Texas, 
chairman of the department of surgery at Baylor 
University College of Medicine, was chosen to 
receive the American Medical Association’s Dis- 
tinguished Service medal on June 8 at the annual 
meeting in Atlantic City. The many names submit- 
ted to the Board of Trustees were screened and the 
three they selected were voted on by the House of 
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Delegates. The gold medal, one of medicine’s high- 
est awards, was bestowed on Dr. De Bakey at the 
inaugural ceremonies on June 9. 

Dr. De Bakey is a graduate of Tulane University 
School of Medicine in New Orleans, where he 
taught for many years. He has made many contri- 
butions to the advance of heart and blood vessel 
surgery, including the development of the milking- 
action pump which has been widely used in heart- 
lung machines. He has been a member of the Coun- 
cil on Scientific Assembly of the American Medical 
Association since 1950, and is widely known par- 
ticularly for his work in the use of artery grafts and 
plastic substitutes as replacements for diseased por- 
tions of arteries. In 1954, he received the Matas 
award for his work in vascular surgery. During 
World War II, he served as 
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generation since the middle of the 19th century has 
seen exercising and vibrating machines manufac- 
tured and sold for alleviation of disease. 

About 1857, Dr. Gustaf Zander of Stockholm 
first used mechanical equipment for massage and 
exercise. Several large hospitals in the United 
States were thereafter equipped with “Zander 
rooms.” * Machines of all styles and shapes were 
belt-driven and designed to imitate mechanically 
many motions normally performed actively by 
human beings, such as bicycling, rowing, and arm, 
leg, neck, and back exercises. The Zander ma- 
chines enjoyed several years of popularity and then 
fell into disuse in view of the lack of evidence to 
support their therapeutic claims. 

Massaging, exercising, and vibrating machines 

were revived in the 1920's 


the director of the surgical 
consultants division in the 
office of the Army surgeon 
general, with the rank of 
colonel. In 1946, he was 
awarded the Legion of 
Merit. 

Former president of the 
Society of Vascular Surgery 
and the Southwestern Surgi- 
cal Congress, Dr. De Bakey 
is a member of numerous 
scientific associations. One 
of his most recent appoint- 
ments was to membership 
on the National Advisory 
Heart Council. In this ca- 
pacity, he makes recommen- 
dations to the surgeon gen- 
eral of the Public Health 
Service on programs of the 
National Heart Institute. 
The council reviews requests 
from nonfederal institutions 
and individuals for research 
and teaching grants in the 
field of diseases of the heart 
and circulation. Dr. De 
Bakey and his surgical associates at Baylor have in 
the last seven years installed hundreds of arterial 
grafts. More than 500 have been for aortic aneurysms 
alone. Another 500 or more have been for occlusions 
of the aorta or of the lesser vessels. Other grafts 
which he and his team have installed were used to 
correct congenital constrictions of the aorta. 


EXERCISING AND VIBRATING MACHINES 


The seizure by the Food and Drug Administra- 
tion of vibratory appliances recently promoted and 
advertised as weight reducers and as cure-alls for 
disease is a significant step." Approximately every 


Micuaet E. De Baxey, M.D. 
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and sold by the thousands 
with claims that they reduce 
weight and prevent or cure 
arthritis, bursitis, stroke, mul- 
tiple sclerosis, or heart 
trouble. Some of these early 
machines were advertised to 
relieve backache, headache, 
menstrual cramps, and nerv- 
ous tension. 

Some medical organiza- 
tions then as well as at pres- 
ent have permitted pro- 
moters and distributors of 
these devices to exhibit and 
demonstrate at medical 
meetings, at both the state 
and the national level. This 
implication of approval is 
unfortunate since it does not 
represent the thinking of 
scientific medicine. 

The 1950 crop of massag- 
ing, vibrating, and exercising 
machines proved to be no 
more or less effective than the 
Zander machines of a century 
previous. In its release, the 
Food and Drug Administration wrote that the mach- 
ines “may be soothing and relaxing to the user and 
help to relieve minor aches and pains due to fatigue 
or over-exertion. They should not be represented as 
effective for treating disease or weight reduction.” * 
In most instances, the FDA has obtained relabeling 
of the devices with unwarranted claims eliminated. 
Physicians might well call the attention of their 
patients to the report of the FDA and continue 
prescribing rational treatment for obesity by diet, 
active exercise, and drugs. 


1, Cure-All Devices Seized by FDA, A. M. A. News 1:6 (Oct. 20) 
958 


2. Krusen, F. H.: Physical Medicine, Philadelphia, W. B. S d 
Company, 1941, p. 524. 
R mber Report, U.S. Department of Health, Education, and 
Welfare, Food and Drug Administration, 1958. 
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ORGANIZATION SECTION 


STANDARD NOMENCLATURE 
COMMITTEE CHAIRMEN 


Following is a list of the Standard Nomenclature 
Committee chairmen. Those who wish to make sug- 
gestions relative to Standard Nomenclature of Dis- 
eases and Operations entities should contact the 
respective chairmen before June 30, 1960. 


ANESTHESIOLOGY EAR, NOSE, AND 

Huberta M. Livingstone, THROAT 
M.D. M. M. Hipskind, M.D. 

5805 Dorchester Ave. 55 E. Washington 

Chicago 37. Chicago. 

BACTERIOLOGY ENDOCRINE 

William Burrows, M.D. Arthur Grollman, M.D. 

Department of Bacteriology | Southwestern Medical School 
and Parasitology of the University of Texas 

University of Chicago Department of Experimental 

5724 Ellis Ave. Medicine 

Chicago 37. 2211 Oaklawn Ave. 

BODY AS A WHOLE Dallas 4, Texas. 

Paul S. Rhoads, M.D. EYE 

720 N. Michigan Ave. John H. Dunnington, M.D. 

Chicago. Institute of Ophthalmology 

DENTISTRY Presbyterian Hospital 

Harold Hayes, D.D.S. 635 W. 165 St. 

2376 E. 71st St. New York 32. 

Chicago 49. FEMALE GENITAL 

DIGESTIVE J. P. Greenhill, M.D. 

Burrill B. Crohn, M.D. 55 E. Washington St. 

1000 Park Ave. Chicago. 

New York. HEART 

DISEASES DUE TO Harold E. B. Pardee, M.D. 
INTOXICATION 770 Park Ave. 


Robert A. Kehoe, M.D. New York 21. 
The Kettering Laboratory HEMIC AND LYMPH- 
University of Cincinnati ATIC 

College of Medicine Louis R. Limarzi, M.D. 
Eden Avenue 30 N. Michigan Ave. 
Cincinnati 19. Chicago. 


MUSCULOSKELETAL 

H. Earle Conwell, M.D. 

Conwell Orthopedic Clinic 

2031 11th Ave., South 

Birmingham 5, Alabama. 

NEUROLOGY 

H. Houston Merritt, M.D. 

Director of Neurological 
Service 

Columbia-Presbyterian 
Medical Center 

New York 32. 

ONCOLOGY 

E. Cuyler Hammond, M.D. 

Statistical Research Section 

Medical and Scientific 
Department 

American Cancer Society, 
Inc. 

521 W. 57th St. 

New York 19: 

PARASITOLOGY 

W. H. Taliaferro, M.D. 

Department of Bacteriology 
and Parasitology 

University of Chicago 

5724 Ellis Ave. 

Chicago 37. 

PATHOLOGY 

Paul R. Cannon, M.D. 

Department of Pathology 

University of Chicago 

Chicago 37. 


PSYCHOBIOLOGIC UNIT 
—PSYCHIATRY 

George N. Raines, M.D. 

Bureau of Medicine and 
Surgery 

23rd and E Streets, N.W. 

Washington 25, D. C. 

RADIATION 

Gilbert H. Fletcher, M.D. 

University of Texas 

M. D. Anderson Hospital 

Houston 25, Texas. 

RESPIRATORY 

John D. Steele, M.D. 

V. A. Hospital 

San Fernando, Calif. 

SKIN 

Herbert Rattner, M.D. 

104 S. Michigan Ave. 

Chicago 3. 

TOXICOLOGY 

Irvin Kerlan, M.D. 

Food and Drug 
Administration 

Washington 25, D. C. 

UROLOGY 

Montague L. Boyd, M.D. 

2560 Habersham Road, N.W. 

Atlanta 5, Ga. 


QUARTERLY CUMULATIVE 


INDEX MEDICUS 


Volume 60 of the Quarterly Cumulative Index 
Medicus, covering literature for the second half of 
1956, has been mailed to subscribers and is now 
available for purchase from the Circulation-Records 
Department of the American Medical Association. 


BUREAU OF INVESTIGATION 


BE A SPECIALIST—THE EASY WAY 
AND AT SUCH A BARGAIN, TOO—ONLY $250! 


A firm in Albuquerque, N. Mex., called Ritten- 
house & Revere, Inc., has been distributing a form 
letter printed in red and black, offering to make 
specialists out of interested physicians. This blurb 
offers means whereby “any M.D. PHYSICIAN— 
Anywhere Can Quickly Build a Large and Remu- 
nerative Specialty Practice Such as Obesity, Rectal, 
Arthritis, Headache, etc. . . .” and bears the fac- 
simile of the signature of Mr. Charles F. Johnson, 
president. 


The program is, according to the announcement, 
a means whereby the “M.D. Physician” will get 
new patients—in fact, it will go so far as to select 
patients with afflictions preferred by the physician 
and give the recipient physician a little preview 
of his patient before he sees him. Physicians are 
also reminded that they are probably working too 
hard and can lighten their labors and at the same 
time increase the size of their bank balances and 
be spared the necessity of advertising—and thus 
avoid becoming unethical! 


| 
A 
art 
| 
~ 


142/968 


If the interested “M.D. Physician” will send a 
check for $250, Mr. Johnson will visit his office and 
give him details of the plan. If, for instance, he 
chooses obesity as a specialty, he will receive some 
medicines for treating this category, “without ad- 
ditional charge.” 

The Bureau of Investigation has had data in its 
files for several years which reveal the method, so 
far as “drugless healers” are concerned. The No- 
vember-December, 1947, issue of the Pasadena 
World carried an item on the firm, as follows: 

“SINUS SUFFERERS, In the Pasadena area. If you want 
Relief or Help—Send for Free Sinus Book. We have no 
medicine or anything else to sell you.” 

Thus read an ad in a Pasadena paper of Kittenhouse & 
Revere of Albuquerque, N. M. 

When you receive the pamphlet you read some alarming 
facts, enough to scare you into seeing a doctor pronto. 

And enclosed with the booklet is a “Dear Friend” printed 
letter recommending you go to Dr. Chas. J. Clark, the 
chiropractor, at 189 N. Los Robles. It says we are indeed 
fortunate in having him in Pasadena. 

It seems for sinus trouble he uses “Nascent Haloid Vapor 
Germicidal Respiratory Therapy’—the machine for which 
is sold by Rittenhouse & Revere. 

The file does not reveal the amount of enthusi- 
asm generated in Pasadena over chiropractor Clark, 
but it does show a willingness on the part of Rit- 
tenhouse & Revere to do their share as business 
builders. 

In 1948 an osteopath wrote in in wonderment 
because he had received an offer to increase his 
practice, as follows: “Sixty days from today, you 
can have a $30,000 a year practice organized, 
started, and well under way, or, stating it another 
way—you can be adding $30,000 yearly to your 
present income.” This five-page offer from Mr. John- 
son, president of Rittenhouse & Revere, included an 
order blank for an electrochemical apparatus, in- 
cluding an instruction manual. The combination 
cost was either $350 for a duplex model or $250 
for a single model. This machine was supposed to 
perform therapeutically in the treatment of sinus 
and upper respiratory infections, arthritis, rheuma- 
tism, and kindred afflictions and to relieve pain, as 
well as asthma, hay fever, bronchial congestion, 
and perhaps a few other conditions. It was de- 
scribed as a “generator for the electrolysis of various 
salt solutions and electrochemical dissociations, 
analysis and depositions.” 

The therapeutic claims met with some skepticism 
on the part of the federal Food and Drug Admin- 
istration. At least, that agency reported in a Notice 
of Judgment that it had filed a libel action against 
two such devices found in the possession of a chiro- 
practor in Oklahoma City and shipped by Ritten- 
house & Revere in 1948. Earlier it had filed a simi- 
lar action against a single device, in the southern 
district of California. 

In another such seizure action reported by the 
federal agency, a libel was filed in the federal dis- 
trict court for the northern district of California. 
This involved a device that was “designed for va- 
porizing liquids and for producing galvanic, surge 
galvanic, sine. wave, and faradic voltages.” This 
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device was misbranded, according to the federal 
report, because statements in labeling “represented 
and suggested that use of the device constituted 
an adequate and effective treatment for adhesions, 
amenorrhea, anemia, aphonia, emphysema, bronchi- 
ectasis, bronchitis, cataracts, cerebral congestion. 
...” (These claims go alphabetically through in- 
testinal stasis, chronic nephritis, mastitis, prostatitis, 
to uterine subinvolution and visceroptosis. ) 

In 1954 Rittenhouse & Revere appeared as claim- 
ant and filed an answer denying that the device was 
misbranded. Later the firm withdrew the answer; 
judgment of condemnation was entered, and the 
court ordered that the product be delivered to the 
FDA. 

In 1957 the Los Angeles Better Business Bureau 
published a note in its weekly bulletin Data (vol. 
9, no. 38). Attention was called to the fact that 
Los Angeles area sufferers from arthritis, rheuma- 
tism, heart trouble, and other ailments were being 
attracted by advertising placed by the firm, which 
suggested that sufferers forward 9 cents in postage, 
in return for which a health book would be sent 
which would enable them to understand all the 
facts about their own case and would also give in- 
structions as to sources of help and relief near 
home. The Better Business Bureau was informed 
by persons who answered the offer that in the same 
mail with the booklet they received a letter from 
the concern “recommending and extolling the serv- 
ices and ‘equipment’ of a non-medical doctor in a 
nearby neighborhood or community.” 

The Los Angeles bureau went on to describe 
Mr. Charles F. Johnson, the president of Ritten- 
house & Revere, as a former mining engineer, and 
stated that “the operation is the sale of so-called 
scientific and therapeutic equipment to non-medi- 
cal doctors on a ‘practice-building plan.’ This plan 
is supposed to increase the non-medical doctor’s in- 
come by some $30,000 a year.” The bureau further 
commented: “It should not be difficult to deduce 
that the ‘doctors’ so highly recommended are those 
who have purchased the equipment.” 

One of these letters happens to be in the files of 
the Bureau of Investigation. This one reads in part: 

Dr. Pierchala, D.C., N.D., M.T., has a reputation of being 
very successful with his cases and has patients coming to 
him from many distant places both in and outside of the 
state. He has modern offices splendidly equipped, and a 
large practice. 

We feel confident that you will find it well worth while 
to call at his office for a consultation. If you should not be 
entirely pleased with Dr. Pierchala, let us know. We shall 
be glad to send you the names of other Doctors, even 
though none of the others happen [sic] to be located with- 
in a convenient distance from where you live. We are sure 
you will like him. Everybody does. 

Dr. Pierchala is always busy and we suggest you tele- 
phone or write his office today for an appointment. 


This letter was sent in answer to an advertise- 
ment addressed to “High Blood Pressure (Hyper- 
tension) Sufferers.” The advertisement added: “We 
have NO MEDICINE or ANYTHING ELSE to 
Sell You.” 
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In the current letter inviting “M.D. Physicians” 
to add to their incomes and become “specialists,” 
there is a footnote on page 3 which reads: “Ritten- 
house & Revere, Inc., has a long established Phar- 
maceutical Subsiduary [sic] Calvin Scott & Co. 
with one of the largest complete lines of Dispens- 
ing Medications in the United States, including a 
wide selection of the most used OBESITY formu- 
las. All items are sold direct to our physician 
customers at low wholesale prices.” 

The Albuquerque telephone directory for Oc- 
tober, 1956, lists Calvin Scott & Co., Inc., in the 
Metropolitan Building, with the telephone number 
3-5309. Rittenhouse & Revere also is located in the 
Metropolitan Building and has the same telephone 
number. 
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It seems strange that Mr. Johnson finds it nec- 
essary to seek new pastures for the dispensing of 
his goods, wares, and merchandise. There is no 
question that his is an approach attractive to natur- 
opaths, chiropractors, and other “fringe” practi- 
tioners. The likelihood is that he will find a few 
doctors of medicine who are so inept in their own 
methods of practice that a booster in the form of a 
tailor-made specialty is a necessity. No doubt those 
whose practice needs such a stimulus will not mind 
having the type of “referrals” offered by this en- 
ergetic and enterprising business firm. If this is 
such a successful method, Mr. Johnson should be 
more than busy boosting business for the “drugless 
healers.” 


COUNCIL ON MEDICAL SERVICE 


The Foundation for Medical Care of the San Joaquin County Medical Society, California, 
has created widespread attention as a result of the prepayment programs it has developed for 
the public, management, and unions. Over 300 physicians in San Joaquin and Stanislaus coun- 
ties are participating in the foundation's program. The successful operation of this program 
has stimulated interest in similar foundations in other California counties. The Los Angeles 
County Medical Association is the most recent medical society to approve the formation of 
such a foundation, and at least 13 other county medical societies in California are studying 
the program at present. 

The foundation's program utilizes the California Relative Value Study. At the 1958 Clin- 
ical Session, the House of Delegates recommended the conduct of relative value studies by 
constituent medical associations and instructed the Committee on Medical Practices (a com- 
mittee of the House) to assist medical societies in carrying out such studies. The first of a 
series of regional meetings on this subject will be held by the Committee in San Francisco in 


the early part of April. 


The following paper, presented at the Western Pension Conference, is being published in 


On March 1, 1954, the doctors of the San Joaquin 
County Medical Society set up a separate corpora- 
tion called the Foundation for Medical Care of 
San Joaquin County. By broad definition, our foun- 
dation could be defined as an organization estab- 
lished by a local medical society for the purpose 
of assuring the availability of medical care to all 
people within the jurisdiction of our San Joaquin 
County Medical Society. At this time, 97% of the 
active doctors of the medical society are members 
of the foundation. This corporation was designed 
specifically to study the problems of bringing medi- 
cal care within the reach of the population of this 
area, regardless of their ability to pay. Because of 
the tremendous growth of voluntary prepayment 
programs in the field of health, one of the first 
studies the foundation undertook was that of cur- 
rent prepayment programs. Specifically, the foun- 
dation set about to evaluate present prepayment 


President, Foundation for Medical Care of San Joaquin County. 
Read before the Western Pension Conference, San Francisco, Dec. 
2, 1958. 


view of its interest to physicians and medical societies throughout the country. 


FOUNDATION FOR MEDICAL CARE 
Donald C. Harrington, M.D., Stockton, Calif. 


programs so as to be, eventually, in a position to 
advise and assist insurance companies and con- 
sumers in the selection of a broad base coverage 
which is so desirable in prepayment programs. The 
three goals established for the foundation are (1) 
the formulation of a basis for group prepayment 
which the foundation would not only recognize 
but would sponsor and endorse, (2) the formula- 
tion of an individual and family prepayment pro- 
gram which the foundation would sponsor and 
endorse, and (3) the study of methods to bring 
assistance to many who, for various reasons, are 
not in a position to have group or individual pre- 
payment programs. 

To establish such a program, it was first neces- 
sary to find what was the actual fee being charged 
for medical service in this area. A survey of charges 
was made—resulting in a fee schedule which was 
used for two years before being abandoned in 
favor of the California Medical Association Rela- 
tive Value Schedule with coefficients appropriate 
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for the schedule. As soon as the original schedule 
was adopted, all members of the foundation agreed 
to charge no more than the fee listed for prepay- 
ment programs sponsored by the foundation. Not 
only does this benefit the patient who has a foun- 
dation-sponsored prepayment program, but the 
other patients, whether covered by insurance or 
not, are able to ascertain what the usual fees in 
the area are. Each year the schedule is reviewed 
and revised where necessary. 

The foundation believes that establishing this 
fee schedule gives voluntary prepaid medical in- 
surance plans a realistic criterion on which to base 
their policies. It should help improve the type of 
coverage offered in these policies and, in general, 
raise the standard of prepaid medical insurance 
contracts. A person seeking this type of insurance 
has, under the foundation's plan, the certainty of 
coverage which he so desperately seeks. He is also 
able to evaluate any insurance program in relation 
to what is actually being charged in the area. 

While constant work is required on the income 
levels within San Joaquin County, it is the primary 
philosophy of the foundation that a prepayment 
program must have some application to the in- 
comes of the various families. These various income 
levels must be applied to reasonable premiums for 
each income level. If the percentage of a family’s 
income, customarily paid on medical care, reaches 
a figure that is wholly out of the question from an 
insurance standpoint, then some other practical 
solution must be taken. In carrying out this belief, 
the foundation adopted three schedules—schedule 3 
for persons making a gross family income of $4,500 
or more, schedule 2 for those with an income of 
$3,500 to $4,500, and schedule 1 for those with 
an income under $3,500. 

One of our most important concepts is based 
on the belief that most physicians are willing to 
adjust fees downward for people with low incomes. 
The foundation believes that a great deal of medi- 
cine’s predicament is due to the inability of doctor 
and patient to “get together” on their financial 
arrangements; i, e., both are reticent about discuss- 
ing it. Because of this reticence, an administrative 
mechanism that sets up guideposts is needed. The 
foundation has, therefore, established a fee sched- 
ule which represents an accumulation of fair fees 
for this area. By and large, these fees represent 
what is actually being charged. Above this sched- 
ule, the doctors cannot go. Any adjusting of the 
schedule is downward for reasons already stated. 

The problems of adjusting fee schedules to in- 
come are many and obvious. However, there is 
no other index that can be used effectively, so 
the foundation has used it as a rough “means test.” 
To put this into practice, being fair to both patient 
and profession, is difficult as there are many un- 
known and large areas where no information is 
available. 

The foundation used the information in the 
Heller Report, 1948, and the more recent survey 
by the Health Information Foundation. This sets a 
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figure of 4%, excluding cost of drugs, dental work, 
and glasses. This is probably low, as it, for the 
most part, includes mostly uninsured groups at the 
present incidence of usage. This will, obviously, 
increase with usage up to a desired point for good 
health. 

A “co-insurance base” was determined with use 
of the 4% figure. With use of this base (it finally 
worked out to 3.8%, including insurance adminis- 
trative costs), tentative fee schedules and premiums 
were developed and the number of people involved 
in each income group was predicted. 

In attempting to apply the practice of medicine 
to income levels, it is necessary to recognize that 
certain procedures are procedures of high over- 
head and others are of low overhead. For instance, 
in a San Joaquin County survey of procedure costs, 
a routine office visit costs approximately $2.57. 

The foundation has felt from the beginning that 
a sound program could not be established by 
merely adopting a fee schedule or schedules and 
attaching the “prior agreement” principle. The 
mechanism of “prior agreement with an insured 
group” was the result. If an insurance company is 
willing to write a policy based upon the founda- 
tion’s three schedules, including the co-insurance 
and deductible features which the foundation feels 
are necessary, this prior agreement with a group 
then becomes an endorsement of the policy. The 
physicians of the foundation would charge no more 
than was stipulated in the contract. 

Thus, an indemnity program becomes a service 
program. The deductible and co-insurance features 
are clearly delineated so that the patient then 
knows exactly how much the fee will be. On items 
not covered by insurance, such as house and office 
calls for the dependent, the fee percentages still 
apply so that a dependent of an employee, insured 
under schedule 2, will be charged no more than 
schedule 2 rates for an office or home call. 


Basic Group Programs 


On Sept. 1, 1954, the Continental Casualty Com- 
pany wrote the first program for the foundation. It 
covered the Lathers, Plasterers, and Hodcarriers’ 
Union of San Joaquin County at a premium of 
$11.34. This program fell in schedule 2. Four years 
later this particular program is still underwritten 
at the same premium. During that time the fee 
schedule has been raised and an additional $1.20 
worth of benefits has been added within the origi- 
nal premium structure. Since the income of this 
group is rising steadily, it is anticipated that they 
will soon be transferred into a schedule 3 program. 
In October, 1954, a second program was sponsored 
—on a schedule 3. Since the group was small and 
included a high percentage of women, the pre- 
mium was $15.26. This premium has also remained 
constant. 

A third program was put into effect July 1, 1955, 
involving Turner Hardware Company, with stores 
located in Calaveras, Tuolumne, Stanislaus, and 
San Joaquin counties. The income of the execu- 
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tives pulled this group up into schedule 3, making 
the premium higher than the group could realisti- 
cally budget. Because of this, the executives elected 
to be covered under a schedule 3 program while 
the store’s many employees were covered under a 
schedule 2 program. This had created no adminis- 
trative difficulty. Since this program is also in effect 
in Stanislaus County, the medical society of that 
county has accepted the foundation program and 
90 of 144 physicians in that county are now mem- 
bers of the foundation. 

There are now eight companies offering the 
foundation program; they are the Occidental Life 
Insurance Company of California, Continental 
Casualty Company, Pacific National Life Assurance 
Company, Pacific Mutual Life Insurance Company, 
Intercoast Life Insurance Company, California 
Physicians’ Service, California Western States Life 
Insurance Company, and Connecticut General Life 
Insurance Company. Several other companies have 
expressed interest in underwriting the program. 

What does this program mean to the doctors? 
It gives them local control and it supplies them 
with a fee list that is based on what is actually 
charged in their area. The program can be under- 
written by any insurance company; it is flexible 
and can react quickly to local situations. When 
underwritten by an insurance company, it is an 
indemnity program which can be used outside the 
foundation membership and outside of this area. 


Comprehensive Major Medical Group Program 


There appears to be public demand for what the 
insurance industry has termed comprehensive ma- 
jor medical coverage. At the same time various 
insurance companies have taken the position that 
quality control is necessary for the survival of this 
type of coverage. For these reasons the foundation 
sponsored its first major medical program in Janu- 
ary, 1958. Minimum requirements for foundation 
sponsorship include a fee schedule based on sched- 
ule 3, co-insurance by the patient not to exceed 
20%, no more than a $50 deductible clause per 
person per year, and maximum benefits of at least 
$5,000. It is the current opinion of the foundation 
that this type of coverage should not be offered 
to the low income groups. 


Basic Plus Major Medical Coverage 


Several groups have availed themselves of this 
type coverage, and experience thus far with the 
programs seems to be satisfactory. Probably our 
most interesting program at the moment is one 
covering the warehousemen in our area. The In- 
ternational Longshoremen’s and Warehousemen’s 
Union-Pacific Maritime Association (ILWU-PMA ) 
Welfare Fund has worked out a program with the 
foundation giving basic coverage to this group 
with a superimposed major medical. In our minds 
this is a much sounder approach for the lower 
income groups that a comprehensive major medi- 
cal program with a $50 deductible. 
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Quality Controls 


According to the bylaws of the foundation, 
membership is on a one-year basis. This is specifi- 
cally designed for internal control as each physi- 
cian must reapply every year. This approach 
towards quality control within the profession, by 
the profession, is also furthered by a program of 
claims review. These are only two of the steps in 
the direction of self-discipline which the physicians 
of the foundation feel are of paramount impor- 
tance if the profession is to continue its emphasis 
on the private practice of medicine. The member- 
ship on a one-year basis also gives the participating 
doctor an opportunity to reaffirm his faith in the 
foundation. 

Initially, the foundation reviewed only question- 
able billings. This proved to be ineffective. The 
foundation soon realized that many physicians 
were making mistakes in their billing that were due 
mainly to lack of understanding of the program 
and of prepayment in general. These mistakes 
were being taken by those outside of medicine as 
examples of malicious intent. The foundation now 
processes all claims. Each claim is reviewed from 
both a contractual and medical standpoint, the 
latter by a physician of the foundation. In order to 
facilitate this part of the program, draft authority 
has been procured from each of the participating 
underwriters. This means that the foundation office 
not only processes the claims but pays the doctor 
on an assignment of benefits. The foundation has 
written into its agreement that if a patient refuses 
to assign his benefits, the doctor is not bound by 
his agreement with the foundation to accept the 
fee as full payment. 


An Individual Program 


In pursuit of the second goal of the foundation, 
that of bringing forth a good individual policy to 
be offered in this area, the foundation was pleased 
to announce that, as of Sept. 1, 1955, the California 
Physicians’ Service would offer a rather unique 
individual policy in San Joaquin County. This 
policy is based on the same approach of income 
level as was used in the group insurance. 

A rather extensive selling campaign was carried 
on by both the California Physicians’ Service and 
the Foundation for Medical Care. The policy was 
sold through selected brokers. The policy was 
offered to each individual and his family with 
the same varying income levels; hence, the pre- 
miums for the various policies vary. For instance, 
under schedule 3 a single male pays $5.95 per 
month; under schedule | a single male pays $4.85 
per month. For three or more in the family, the 
cost is $14.50 under schedule 3 and $11.15 under 
schedule 1. 

The individual program pays surgical benefits 
in full and has rather comprehensive in-hospital 
benefits. The unique feature of the program is that 
there was now available to individuals an ade- 
quate outpatient diagnostic and x-ray laboratory 
benefit. There was also an allowance for 50 physi- 
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cian visits on an outpatient basis for certain cata- 
strophic diseases. This individual program, however, 
still limits initial enrollment to those under age 60, 
requires a health statement, and by and large is, 
as all other individual insurance, much more costly 
than group coverage. This program has gained 
momentum slowly. 


The International Longshoremen’s and Warehouse- 
men’s Union—Pacific Maritime Association Program 


A new program unrelated to the original foun- 
dation approach went into effect July 1, 1955. At 
that time the Foundation for Medical Care signed 
a one-year contract with the International Long- 
shoremen’s and Warehousemen’s Union—Pacific 
Maritime Association (ILWU-PMA) Welfare Fund 
to provide medical and surgical care to the long- 
shoremen of the Stockton area. This program was 
a pilot program for one year only, but it has been 
so successful that it is still in force and with many 
added benefits. At the present time the program 
pays on the basis of schedule 3. Stockton is the 
third largest port in California at this time, em- 
ploying between 600 and 700 longshoremen, ships 
clerks, and walking bosses. Up to now these men 
and their families have had an insured health 
plan with a set schedule of benefits payable toward 
their expenses for hospital, medical and surgical 
care. 

In 1955, the Trustees of the ILWU-PMA Wel- 
fare Fund approached the foundation with a pro- 
posal for a comprehensive type of medical and 
surgical service plan. The fund’s proposal was 
based on a desire for certainty of coverage which 
was not furnished by their insurance. The fund 
wanted to prepay all or a great part of the costs 
of medical and surgical care and to assure the 
families that any out-of-pocket expenses for this 
care would be limited and predictable. Another 
consideration in the proposal was provision of serv- 
ices which are not insurable, such as well baby 
care. The agreement drawn up between the foun- 
dation and the fund, after long study, embodies 
this proposal and meets the foundation's stand- 
ards of sound practice of medicine on a sound 


_ financial base. The agreement went into effect 


July 1, 1955, for one year. 

Any member of the medical society may become 
a member of the foundation and then may care 
for any longshoreman and his dependents (wife 
and unmarried children up to age 19) under the 
new program. All of the eligible members of the 
union, including those on retirement, are covered. 
Men and dependents can go to any physician who 
has elected to become a foundation member, and 
the coverage applies to services given by those 
physicians. The foundation’s service area is San 
Joaquin County, however, provision for referral to 
physicians outside the service area and coverage 
for their services is provided as required. 

Under this contract, as in all endorsed and indi- 
vidual contracts of the foundation, patients are 
automatically excluded from county hospital serv- 
ices, except for contagious diseases and emergen- 
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cies. Hospital benefits are not part of the founda- 
tion-fund agreement. Hospital room and_ board 
and services remain insured, as do a $2,000 polio- 
myelitis benefit for dependents, and “catastrophic 
coverage” for men in hospital cases. Patients can 
use any licensed hospital. 

The fund has allotted for the Stockton program 
$13.00 per month per man, to include family cov- 
erage. Of this amount, $5.69 goes to Pacific Na- 
tional Life Assurance Company for the insured 
items (hospital, “catastrophic,” etc.) and $7.31 will 
go to the foundation for provision of medical and 
surgical services. The foundation will pay its par- 
ticipating members furnishing services under the 
agreement on a fee-for-service basis. All claims for 
services rendered are reviewed each week by a 
three-doctor committee of the foundation. 

The agreement covers off-the-job conditions. It 
does not cover job-connected disabilities, dental 
care, routine checkups (except for well babies), 
refractions, or services for drug addiction, alco- 
holism, mental conditions, sterility, contagious dis- 
eases requiring isolation for hospitalized patients, 
or conditions resulting from major disasters or 
epidemics. Detailed records on costs and _utiliza- 
tion under the agreement are being kept by the 
foundation. 

Summary 


The foundation has, since its organization on 
March 1, 1954, (1) set up a fee schedule based on 
the California Medical Association Relative Value 
Study, using coefficients which reflect the private 
practice fees of this area, (2) stimulated accept- 
able group insurance programs, based on this sched- 
ule, which are being offered by six insurance com- 
panies and the California Physicians’ Service, (3) 
stimulated a family and individual contract offered 
by California Physicians’ Service, (4) embarked 
on a service contract for medical care with In- 
ternational Longshoremen’s and Warehousemen’s 
Union-Pacific Maritime Association Fund, and (5) 
set up an advisory committee made up of inter- 
ested citizens in the community, namely, a clergy- 
man, an industrialist, a labor leader, a personal 
representative from city government, a public rela- 
tions executive, a department store executive, a rep- 
resentative of the teaching profession, and a phar- 
macist. Projected for the future is the inclusion of 
the noninsured into the program by social service 
methods, the utilization of insurance methods in 
the care of the indigent, and the coverage of the 
retired and aged by prepayment. 

Medicine is a harsh taskmaster, taking its toll 
on our time and our health. Adequate compensa- 
tion to the doctor is essential. But, I feel, it is a 
privilege to practice medicine. With this privilege 
comes a responsibility of caring for people within 
the range of their ability to pay. In the face of 
ever-increasing coverage of prepaid medical care 
insurance, it behooves organized medicine to ac- 
tively work with the insurance company, the Blue 
Shield Plans, and the consumer. 


936 N. Commerce St. 
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MEDICINE AND 


THE LAW 


Approximately 40 companies write medical pro- 
fessional liability insurance in the United States. To 
evaluate the strictness or liberality with which in- 
surers interpret the basic policy provisions relating 
to coverage and exclusions, the Law Division of the 
American Medical Association sent a questionnaire 
to 35 insurers. Some responded that they had dis- 
continued writing such insurance or that the num- 
ber of policies they had in force was so small that 
they did not believe themselves qualified to speak 
on the subject; several politely but firmly declined 
to complete the questionnaire. However, 22 com- 
panies responded to the questionnaire and in terms 
of number of policies they probably account for 
more than 80% of the policies in force. 

The responses indicate that the malpractice in- 
surance protection which the physician purchases 
is determined not only by the policy provisions but 
to a large extent by the underwriting philosophy of 
the company. In commenting on the questionnaire, 
one respondent stated: 


Consider, if you will, the consternation that would result 
if you prepared 14 different sets of symptoms representing 
14 fine-line medical cases and asked a representative group 
of doctors what they would do in each instance. I am sure 
that any replies which you received would be full of “if’s,” 
“and’s” and “but’s.” Policy drafting is no more an exact 
science than medicine. I don’t know how many insurance 
companies received your questionnaire but if a large num- 
ber reply, including perhaps some that have only recently 
undertaken to write physicians’ and surgeons’ liability, | 
don’t envy you your job in trying to reconcile the answers. 
You might get a different answer from the same company 
depending on whether the reply was made by a claims at- 
torney or an underwriter. As to my company, if it is the 
underwriting intent to give coverage in a particular instance, 
then that intent prevails even though a strict construction 
of the policy wording might offer an “out.” 


While the above respondent is primarily con- 
cerned with underwriting intent, the respondent 
whose comments follow considers its policy obli- 
gations in a more literal sense. 


Whether a claim is covered for the purpose of defense 
is determined by the allegations of the injured party’s com- 
plaint. If these allegations are of something which would be 
covered by the policy, the Company owes a defense, how- 
ever false and fraudulent the allegations are. If, however, 
the complaint alleges something not covered by the policy 
and does not allege anything else, no defense is owed. This 
is founded in reason and is the universal decision of the 
courts of this country, with the exception of one or two 
poorly reasoned cases. There is no difference between the 
defense provision in malpractice policies and the defense 
provision in other general liability policies. 

To illustrate the matter a little further, if the injured 
party alleges nothing covered by the policy, there is no 
defense; if the injured party alleges two grounds of action, 
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for example in different counts of the declaration, one of 
which would be covered by the policy if true and the other 
of which would not, the Company is bound to enter a de- 
fense. In such event the Company would defend under a 
reservation of rights. This is because it may turn out at the 
trial that the injured party had an actual claim only on the 
ground which was not covered by the policy, so that the 
insurer will not have to pay the judgment. 

In answering the questions we have assumed that the in- 
jured party is not alleging any other ground than that stated 
in the question. We therefore have answered the question 
simply on whether or not there is coverage on the allega- 
tions of the plaintiff stated in the particular question, except 
in one or two cases, since, if there is not coverage, there 
is no obligation to defend. 


Although based on actual claims and cases which 
have come to the attention of the A. M. A. Law 
Division, the questions are hypothetical. With ref- 
erence to each of the numbered fact situations set 
forth below, the company was asked for its opinion 
regarding coverage, or the insurer's obligations to 
defend and pay the judgment, if any, within policy 
limits. The responses are summarized and some of 
the significant remarks made by the respondents 
are included, as well as the comments of this 
writer. 

Questions 


1. Dr. Benson, a general practitioner, was called 
to treat Peter Smith. When he arrived he found 
what appeared to be an acute psychiatric emer- 
gency. Subsequently, Peter Smith brought an ac- 
tion against Dr. Benson charging personal restraint 
and false imprisonment. 

Six companies said “yes,” without qualification, 
regarding coverage. Sixteen companies qualified 
their answers in varying degrees, as indicated by 
the following excerpts from their replies: 

Coverage is given as long as the action of the doctor is 
within the normal activities of a doctor. 

Yes. Except where insured has stepped outside the bounds 
of his profession, as he would if his action is prompted by 
personal bias, and except where the insured’s action amounts 
to performance of a criminal act, such as conspiracy. In 
actual practice, we have defended the vast majority of cases 
of this type to a conclusion, since the exceptions eliminating 
coverage are rarely, in fact, established. 

Yes. We would defend under a Reservation of Rights if 
a criminal act is alleged but our insured, the doctor, denies 
the criminal act. 

If the insured’s report, our investigation or the allegations 
of the complaint disclosed a criminal act no insurance there- 
for would be provided by the policy. 

Frequently, when claims are presented, among the allega- 
tions will be found one involving a criminal act. Rarely if 
ever is a criminal act the sole basis of a claim. Even then 
said criminal act is simply an allegation and not a fact until 
the point has been adjudicated. In such cases it would be 
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our policy to defend our insured but to reserve our rights 
under the policy should our insured be found guilty by a 
duly authorized court of having performed a criminal act. 

We would normally expect to defend an insured accused 
of a criminal act, if he denies it. Until the contrary is proven 
or admitted we would not expect to pay a judgment which 
was founded upon the performance of a criminal act by the 
insured. 

The case supposed in the question, if it is unlawful deten- 
tion, appears to be so only in a civil sense, and it also 
happens to be malpractice in our viewpoint. However, there 
can be any number of cases of false arrest or unlawful 
detention connected with a physician’s practice, which 
would not constitute malpractice within a proper construc- 
tion of the insuring agreement, or which would be excluded 
as a criminal act. For example, a physician might have a 
patient arrested for allegedly giving him a bad check in 
payment of his bill. This could not possibly be construed as 
malpractice. 

The determining factor would be whether in fact a 
criminal act is involved. In drafting this particular policy 
form, the criminal act exclusion was included as a protec- 
tive measure to exclude those acts which clearly go beyond 
the border of good professional conduct. It was not the in- 
tention that the exclusion would be literally and technically 
applied but that it would be used in those cases where it 
seemed necessary and proper to do so. 


Comment.—It is not unusual for a physician to be 
called to help cope with the situation when some 
member of the family has apparently and suddenly 
gone berserk. Legal actions have evolved out of 
these cases, in which the physician has been 
charged with the use of excessive force or false 
imprisonment. 

It is clear that Dr. Benson came on the scene to 
render professional services of a nature frequently 
performed by physicians. However, the professional 
liability policy specifically excludes coverage of 
“criminal acts,” even though they may arise out of 
the practice of medicine. If Dr. Benson did in fact 
apply excessive force and restraint, technically this 
would amount to a “criminal act” in most jurisdic- 
tions, even though the possibility of prosecution or 
conviction might be remote. 

2. Dr. Collins operated on Mrs. King, with her 
consent, for an ovarian cyst. In the course of the 
operation he found that a radical hysterectomy was 
advisable and thereupon performed this procedure. 
Mrs. King brought suit against Dr. Collins charg- 
ing assault and battery in that he went beyond the 
consent given. 

Twelve companies responded that they would 
defend the physician and pay the judgment. The 
other insurers generally did not refuse coverage but 
qualified their position with such statements as 
these: 

The answer to this question would depend upon whether 
the performance of the radical hysterectomy without the 
consent of Mrs. King was a criminal act in that jurisdiction. 
Assuming that it only gave rise to a civil suit for damages, 
we would think that it was malpractice not excluded by 
the policy. 

In such cases it would be our policy to defend our in- 
sured but to reserve our rights under the policy should our 
insured be found guilty by a duly authorized court of having 
performed a criminal act. 
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If the insured’s report, our investigation or the allegations 
of the complaint disclosed a criminal act no insurance 
therefor would be provided by the policy. 


Comment.—Despite the good faith of the surgeon 
who may be acting in the interest of the patient if, 
in the absence of an emergency, he performs an 
operation substantially different from the one to 
which the patient consented, he may be guilty of a 
technical assault and battery. Situations of this kind 
have arisen in the course of operations under cir- 
cumstances where the patient is anesthetized and 
the surgeon assumes that the patient would prefer 
to have him proceed than undergo another oper- 
ation. If the operative result is poor the patient's 
attorney may prefer to allege unauthorized surgery 
than to attempt to prove negligence. 

In one case * a patient consented to the defend- 
ant’s operating on her foot for the purpose of drain- 
ing an infected wound but instructed the defendant 
not to remove any bones. The defendant removed 
the sesamoid bone because the drainage could not 
be accomplished unless he did so. This was held to 
be actionable, even though there was expert testi- 
mony that the sesamoid bone serves no useful pur- 
pose. In another* it was held that the patient's 
consent to an operation on her right ear did not 
authorize the performance of a similar operation 
on her left ear. 

3. Dr. Allen examined Mrs. Jones for a possible 
female disorder. Later she brought suit for damages 
against Dr. Allen, claiming undue familiarity. 

Seven companies responded that they would 
defend and pay the judgment, if any. Eleven com- 
panies indicated that they would defend if they 
were convinced that the allegations were untrue, 
but that they would not pay any judgment that 
might result. The other four insurers interpreted 
their policy obligations as follows: 

If our investigation indicated that the doctor was actually 
not guilty of undue familiarity, we would defend unless the 
doctor was convicted in a criminal prosecution; however, 
under such circumstances, we would not pay the judgment. 

If the doctor denied the patient’s allegations we would 
defend the suit. Whether or not we would respond in pay- 
ment of an adverse verdict would largely depend upon the 
facts developed during the trial of the lawsuit. 

Assuming that acts of undue familiarity constitute a 
crime in the jurisdiction involved, this suit would not be 
covered. 

Such a claim would not be covered if a criminal act such 
as rape or attempted threat was committed. However, if 
the “undue familiarity” consisted of certain acts considered 
normal in performing such an examination, there would be 
coverage under our policy. 


Comment.—Physicians are continually cautioned 
by their medical societies and insurers to avoid 
examining female patients unless a third person, 
such as a nurse, is present. Claims alleging undue 
familiarity are frequently no more than extortion 
threats. A physician who is convicted of a rape 
charge may not be entitled to defense or indemnifi- 
cation if the complaining witness brings a civil suit 
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against him. But to what extent should the physi- 
cian who is only civilly involved in a suit charging 
undue familiarity be able to rely on his insurer for 
defense and indemnity? Apparently this is an area 
in which there is no specific answer at this time. 

4. Dr. Elliott performed an abortion on Mrs. 
Arthur which resulted in her death. Mr. Arthur 
brought a death action charging an illegal abortion. 
In asking the company to defend him, Dr. Elliott 
claimed that there was a therapeutic need for the 
abortion. 

Twelve respondents stated that they would de- 
fend but would not pay any judgment that might 
be rendered. Seven companies would defend only 
if they believed that the physician had not com- 
mitted a criminal act, but indicated that they would 
not be liable to provide coverage against any judg- 
ment that might be rendered. Two companies would 
neither defend the physician nor pay any judgment, 
inasmuch as a criminal act was alleged and such 
actions are not covered by the policy. One com- 
pany interpreted its liability to cover both defense 
and payment if a judgment is awarded. Typical of 
the comments of the respondents were these: 

Any charge against the doctor in a suit for damages must 
be based on his having done something illegal. 

We assume that an illegal abortion would be a crime in 
any jurisdiction. This being so, there would be no obliga- 
tion to defend a suit alleging an illegal abortion, and, of 
course, no obligation to pay a judgment. Dr. Elliott’s claim 
that there was a therapeutic need for the abortion is merely 
a plea by him that he did not commit the crime. Since 
nothing but the crime is alleged in the declaration, there 
is no coverage whether or not Dr. Elliott wins the suit. 

As long as the doctor says it was necessary for therapeu- 
tic reasons we would defend the case, but if the jury found 
that the operation was not for therapeutic reasons we would 
not pay any judgment on the assumption that the operation 
was illegal. 

Comment.—Even though an illegal abortion is 
clearly a criminal act and is therefore excluded by 
the policy, only two companies would refuse to 
defend a physician who denied the charge. Consid- 
ering the obligations which an insurer has to its 
other policyholders or stockholders, is it justified in 
gratuitously assuming the defense of a claim ex- 
cluded by the policy? 

5. Dr. Forgan performed an operation for non- 
therapeutic sterilization on Mrs. Sutter who wanted 
to avoid further additions to her family of eight 
children. An accidental injury occurred in the 
course of the operation and Mrs. Sutter brought 
suit for injuries because of alleged malpractice. 

Eight respondents interpreted their liability as 
covering both defense and payment, even though 
the sterilization operation was for nontherapeutic 
reasons. The other companies generally stated that 
they would provide coverage only “if sterilization 
is not a criminal act.” A few of the representative 
comments of the respondents follow: 

In the states where we operate, so far as we know, such 
actions by the doctor have not been adjudged criminal. 
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We would defend and pay whether or not the doctor 
claimed a therapeutic need for the operation. 

This answer is based on the assumption that a “non- 
therapeutic sterilization operation” is not criminal. If it 
constitutes a crime, we would defend the doctor unless he 
had been convicted in a criminal prosecution. 

Yes. Unless act was found to constitute crime of mayhem. 


Comment.—In some states, at least, nontherapeu- 
tic sterilization operations are not infrequent. The 
legality of the nontherapeutic sterilization oper- 
ation still is an academic question in medicolegal 
circles. The replies indicate generally that insur- 
ance protection will be given, at least until such 
time as the courts or legislature specifically declare 
such procedures to be illegal. 

6. Dr. Monroe was of the opinion that another 
pregnancy would endanger Mrs. Phillips’ life and 
therefore recommended and performed a vasectomy 
on Mr. Phillips. Later Mr. Phillips brought suit 
charging both malpractice and that the operation 
on himself was unnecessary. 

Eight companies acknowledged that the policy 
covered both defense and payment. The remaining 
respondents generally stated, as in the previous 
hypothetical case, that there would be coverage “if 
sterilization is not a criminal act.” 

Comment.—Even though a vasectomy is a com- 
paratively minor operation compared to one for 
sterilization of a woman, some physicians and others 
have taken the position that if pregnancy will en- 
danger the wife, she is the one who should be 
sterilized. It has been argued, for example, that if 
the wife should die and the husband remarry, the 
new spouse would be deprived of the opportunity 
to have a family. Apparently the insurance industry 
will regard such operations as legal until such time 
as the courts or legislature may decide to express 
a contrary opinion. 

The therapeutic justification for the sterilizing 
operation in one case * was that further pregnancies 
would be dangerous to the health of the plaintiff's 
wife. The operation was performed on the plaintiff 
husband because the operation for sterilization is 
simpler and less dangerous in the male than in the 
female. This was held to be not contrary to public 
policy. The operation did not produce sterility in 
the husband. In another case, however,* the court 
assumed without discussion that nontherapeutic 
sterilization is a wrongful act. 

7. Dr. Dickinson was sued by Mrs. Gordon for 
alleged injuries resulting from an attempt to arti- 
ficially inseminate her. 

Seven respondents said “yes,” without qualifica- 
tion, to policy coverage. The 15 other respondents 
stated that coverage would depend on such quali- 
fications as “whether artificial insemination is a 
criminal act or against public policy,” or whether 
“artificial insemination was deemed the rendering 
of professional service.” 
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Comment.—Despite the opposition of a large 
segment of the clergy in the United States to arti- 
ficial insemination it appears that insurers will 
generally render insurance protection until such 
time, if ever, as artificial insemination performed 
by a physician may be declared by the courts or the 
legislature as an illegal act. 

8. Dr. Gaines performed cosmetic surgery on 
Miss Barton. The operation failed to improve her 
appearance and she brought suit, claiming that 
Dr. Gaines had guaranteed that the operation 
would improve her appearance. Dr. Gaines denied 
the alleged guarantee. 

Eleven respondents would deny coverage when 
the suit is based on an alleged guarantee, and there- 
fore would neither defend the doctor nor pay any 
judgment that might be rendered against him. Nine 
of the companies responding indicated that they 
would defend the doctor if he denied the guarantee 
or if their investigation did not support the allega- 
tion but that they would not pay a judgment based 
on an alleged guarantee of result. Two companies 
would both defend and pay on behalf of a doctor 
who unsuccessfully denied an alleged guarantee of 
result. Following are a few of the comments made 
by the respondents: 

If investigation did not support the allegation, the com- 
pany would defend under reservation. 

The company would defend such a claim but would re- 
serve its rights in connection with the physician’s guarantee 
that he would obtain a good result. Any judgment based 
solely upon the guarantee would not be satisfied. 

Generally this would not be covered and both answers 
should be “No.” However, if malpractice is alleged addi- 
tionally to the guaranty, we would answer “Yes” as to the 
malpractice allegations. 


Comment.—The fact that the professional liabil- 
ity policy expressly excludes claims based on a 
guarantee of results presents a serious problem. 
Only a charlatan would guarantee a result for the 
purpose of obtaining a medical fee. However, there 
are numerous instances in which a physician will 
offer words of encouragement to a despondent 
patient. Such words of encouragement may some- 
times be misinterpreted by the patient, particularly 
in cases of cosmetic surgery in which the injured 
patient will compare the results of the operation to 
his appearance as it was before the injury and not 
as it was after the injury. There have been an in- 
creasing number of suits charging reputable doctors 
with alleged guarantees of result, but it appears 
that more than half the insurance companies re- 
sponding would not defend in an action based 
exclusively on an alleged guaranteed result. 

9. Dr. Lawrence had a difficult day and to induce 
sleep he took a barbiturate before retiring. In the 
middle of the night, while somewhat under the 
influence of the drug, he was called on to render 
emergency medical service to the victims of an 
automobile accident under circumstances in which 
another doctor was not immediately available. He 
was sued for malpractice arising from the services 
he rendered. 
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Four companies considered the case as being 
excluded from coverage by the policy exclusion 
relating to services rendered by a physician while 
under the influence of intoxicants or narcotics. Two 
respondents would defend but were uncertain as to 
whether they would pay any judgment that might 
be rendered. Three respondents said that the de- 
gree to which the doctor was under the influence 
of the barbiturate would determine their decision 
regarding coverage. Thirteen acknowledged cover- 
age as to both defense and payment. The significant 
comments of the respondents are as follows: 

This case involves the exclusion which rules out injury 
caused by a person while under the influence of intoxicants 
or narcotics. On the face of the exclusion, the case would 
not be covered. However, a court might feel that the rem- 
nants of the effect of a barbiturate, when considered in 
connection with the emergency, were not sufficient to bring 
the case within the real intent of the exclusion. 

The facts in your case in Question #9 involve an emer- 
gency without other professional help available. Under such 
circumstances it is difficult, if not impossible, to conceive of 
our invoking the “narcotics” exclusion. 

Answers would be yes if insured not sufficiently under 
influence of drug as to affect his skill or judgment. 

We do not believe barbiturate is a narcotic such as is 
intended in the exclusion. 

Question #9 has to do with the exclusion of an injury 
“caused by a person while under the influence of . . . nar- 
cotics.” Is a barbiturate a narcotic? We do not think so. 

The company would defend and pay. It is the intent of 
the policy exclusions relating to “Narcotics” to deny cover- 
age where flagrant misconduct in the use of narcotics is 
evident. 

Comment.—Barbiturates may come within the 
broad definition of intoxicants and narcotics, even 
though laymen generally think of intoxicants in 
terms of alcoholic beverages and narcotics in terms 
of such drugs as morphine, opium, or heroin. The 
policy excludes claims arising out of services ren- 
dered under the influence of intoxicants or narcot- 
ics. Most, but not all, of the respondents indicated 
that they would not interpret the exclusion literally 
but would apply it against a physician who is a 
drug addict and committed malpractice while under 
the influence of his addiction. 

10. Dr. Johnson is a general practitioner and is 
insured as such. One of the declarations in his pol- 
icy states that the insured does not perform major 
surgery. Prior to the issue of the policy Dr. Johnson 
performed only minor surgery and did not perform 
any appendectomies for about three years. Being 
unable to obtain a surgeon to perform an emer- 
gency appendectomy on one of his patients, Dr. 
Johnson undertook to perform the operation him- 
self. A bad result occurred and Dr. Johnson was 
sued for malpractice. 

None of the 22 respondents would deny coverage 
under the facts stated. Some of the remarks made 
by the respondents follow: 

The policy declarations contain a statement that the in- 
sured does not perform major surgery. This is included for 
rate-making purposes only and is not intended as a restric- 
tion upon policy coverage. As to question 10, therefore, [we] 
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would both defend such a claim and pay any judgment in 
connection therewith subject, of course, to the limits of 
liability set forth in the policy. 

There is no exclusion in the policy to void a claim of this 
kind assuming no fraud or deceit was involved when doctor 
completed questionnaire for Professional Liability Insurance. 

Yes—in view of the fact that the operation was performed 
cn an emergency basis and not as a regular practice. 

His statement in the declaration was made in good faith 
and when made was true. 


Comment.—It does not appear that the situation 
presented in the question raises any issue in regard 
to which the respondents disagree significantly. 

11. Dr. Howard was away for a Christmas vaca- 
tion, and left his employee Dr. Snyder in charge. 
While attending a Christmas party, Dr. Snyder, 
who had four or five drinks, was called to perform 
an emergency appendectomy. He realized that he 
was to a minor degree affected by the alcohol he 
had consumed, but, because there was no other 
physician immediately available to take care of the 
emergency, he felt that he had no other alternative 
but to go ahead with the operation. The operative 
result was bad and Dr. Howard was sued for the 
alleged malpractice of his employee. 

Six respondents said “yes” and six said “no” to 
both defense and payment. The remaining com- 
panies would be willing to defend the employing 
physician but expressed either doubt or refusal to 
pay any judgment. Some of the companies ex- 
pressed these reasons for their position: 


We would defend if there was a question as to whether 
the doctor was under the influence of liquor. We would not 
pay if the court determined that he was. 

It should be mentioned that the fact that the operation 
was performed by an employee of the insured instead of by 
the insured makes no difference. The exclusion is not limited 
to injury caused by the insured himself while under the 
influence of intoxicants, but extends also to injury caused by 
any person while under the influence of intoxicants, for 
whose acts the insured is responsible. 

We would defend a claim of the type described in ques- 
tion 11 under a reservation of rights to determine whether 
Dr. Howard knew of a tendency of Dr. Snyder toward the 
indiscriminate use of alcoholic beverages. If such a propen- 
sity is substantiated there would be a denial of coverage 
under the policy. 

The fact that there is an emergency and no other quali- 
fied physician was available would have great bearing on 
out attitude. We would not invoke the “intoxication” exclu- 
sion. From a practical point of view this exclusion is aimed 
at the habitual drunk or alcoholic whose habits were not 
known to the company when the policy was accepted. 

Question #11 involves the “intoxication” exclusion and 
seems to ask if that exclusion applies against an innocent 
insured whose employee is the culprit. The exclusion is one 
that must be interpreted with a sense of proportion. The 
actual wording refers to any person under the influence of 
intoxicants who is the cause of the injury. This would seem 
to exclude coverage for the innocent doctor who left his 
employee to take over while he was away. Such an applica- 
tion might not be unreasonable if the doctor-employer knew 
of the propensities of his employee, and leaving him in 
charge of operations was a reckless disregard of the obvious. 
Without this factor, I think the policy should cover. Cer- 
tainly the exclusion cannot be interpreted literally. 
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Comment.—The policy excludes coverage with 
regard to claims which arise from the performance 
of services while under the influence of intoxicants. 
Some of the companies would interpret the exclu- 
sion literally while others to varying degrees would 
yield to the equitable considerations presented in 
the case. 

12. Dr. Innes, while performing an operation, 
accidentally permitted an instrument to slip, thereby 
causing a severe injury to his physician assistant. 

Seventeen companies said that this type of claim 
is covered, one company thought that coverage was 
questionable, one respondent would provide de- 
fense only, and three companies would deny cov- 
erage. 

We doubt if this injury would be held to be caused by 
malpractice. The reasonable meaning and intent of the in- 
suring agreement is to cover an injury to a patient of the 
insured. 

Yes. The case involves “injury arising out of malpractice, 
error or mistake in rendering or failing to render professional 
services in the practice of the insured’s profession.” 

For defense only. 

Yes. We assume that the physician assistant is not an em- 
ployee of Dr. Innes. 

Yes—there is no exclusion applicable under these circum- 
stances and it makes no difference that the injured was a 
fellow doctor. 

Our policy is not limited to claims by patients. The insur- 
ing clause refers to injuries arising out of malpractice, error 
or mistake in rendering or failing to render the professional 
services, 

Comment.—It is significant that the specific lan- 
guage of the professional liability policy is not 
limited to injuries sustained by patients. Yet a few 
insurers would apparently read such a limitation 
into the policy. 

13. Dr. Lawrence gave Mr. Smith a preemploy- 
ment physical examination. The doctor reported 
to the prospective employer that Mr. Smith was 
afflicted with syphilis and Mr. Smith was rejected 
for employment. Because of a mistake which oc- 
curred in the laboratory Dr. Lawrence’s report that 
Mr. Smith had syphilis was in error. Mr. Smith 
brought suit against Dr. Lawrence charging, among 
other things, libel. 

All of the respondents acknowledged coverage, 
with the exception of one company which would 
defend the doctor but would not pay any judgment 
that might result. Two of the respondents explained 
their position as follows: 

The malpractice policy is not a policy covering libel or 
slander. In a very restricted class of cases a libel might also 
constitute malpractice and therefore, if not criminal libel, 
be covered by the policy. Such a case would appear to be 
stated in Question 13. The doctor appears to be rendering 
professional services when he makes the physical examina- 
tion and immediately renders a report. However, there can 
be any number of cases in which slander or libel has some 
connection with the physician’s practice where the libel or 
slander would not merely be malpractice. For example, in 
the very case given Dr. Lawrence might publish his finding 
of the disease in some manner other than the report to the 
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employer for the purpose of which the examination was 
made. Such publication would be pure libel and not mal- 
practice, and therefore not covered. 

Inasmuch as the policy refers to the unqualified word 
“injury,” there would be coverage with respect to personal 
injury which would include libel. Thus the company would 
be required to defend and to pay. 


Comment.—Although the standard policy refers 
to coverage for “injury” arising out of the perform- 
ance of professional services, there does not seem to 
be any question that injury includes libel as well as 
physical injury. 

14. Members of the medical staff at the Central 
Hospital determine the admission or expulsion of 
physicians from the medical staff. Only members 
of the medical staff are entitled to hospital privi- 
leges. Dr. Mason, a member of the medical staff, 
was asked to investigate the surgery performed by 
Dr. Nixon. Dr. Mason’s report stated that Dr. Nixon 
was incompetent and had performed unnecessary 
surgery. On the basis of this report Dr. Nixon was 
expelled from the medical staff. He then brought 
suit against Dr. Mason charging libel. 

Eight companies would defend and pay if a 
judgment were rendered. Two would defend but 
would not pay any judgment. Two merely stated 
that a difference of opinion existed regarding cov- 
erage and did not indicate their own position. Ten 
respondents stated that there was no obligation 
either to defend or to pay on the part of the com- 
pany, and three of these respondents also noted 
that they knew of no standard policy which would 
cover the risk involved. Following are some extracts 
from the comments received: 

Our policy would provide protection for Dr. Mason’s 
individual liability. 

On the assumption that the doctor’s report was not in- 
tentionally and maliciously false, we probably would defend 
and pay the judgment. 

If the opinion is based upon professional knowledge there 
would be coverage under the policy, but if it should be 
based upon personal prejudice, maliciousness and intent to 
harm then it would be an unprofessional act and no cover- 
age should be afforded. 

No standard type of insurance is available. 

We cannot consider the action of Dr, Mason in this case 
to be malpractice in rendering professional services. It is 
merely libel committed by him in the course of his adminis- 
trative duties which does not result in injury to any patient 
or to any patient medically examined by him. 

Does it not appear conclusive that it would be unwise to 
provide such coverage under a professional liability policy 
because it would protect a doctor who provoked litigation 
by an act that is not a professional service rendered in the 
practice of his profession? There will always be honest dif- 
ferences of opinion on medical procedures. Remember Pas- 
teur’s experience? 

Comment.—In the typical community hospital, 
administrative and housekeeping functions are 
within the domain of the board of trustees and the 
hospital administrator. The medical staff is usually 
self-governing and determines standards of medical 
care within the institution, evaluates the surgical 
and medical care rendered by members of the 
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medical staff, and controls admission to or expul- 
sion from the medical staff. The medical staff 
carries on its responsibilities through one or more 
committees, depending on the size of the hospital. 
Most physicians who treat hospitalized patients 
participate in the activities of the medical staff 
from time to time. 

When the tissue or medical audit committee has 
found that a particular physician has repeatedly 
engaged in unjustified surgery, for example, the 
result is likely to be that the medical staff will either 
limit or suspend his hospital privileges. The impor- 
tance of the activities of the medical staff and its 
committees in assuring good medical care of the 
hospitalized patient is self-evident. Physicians serve 
the public not only by treating their own patients 
but also by applying their professional learning, 
talents, and experience to the medical affairs of the 
hospitals which they attend. 

All will agree, of course, that the physician who 
knowingly or unknowingly undertakes surgery be- 
yond his experience and capabilities should be 
curbed. But the physician involved may not agree 
with the decision of his fellow physicians which 
limits him professionally and thereby economically. 

The instant case is hypothetical, but it is based 
on a few situations which have recently occurred 
and which are likely to occur in the future in great 
number as the needs and complexities of modern 
medicine and surgery require stricter discipline 
within the self-government of modern hospitals. 
From the replies received from the insurance 
carriers the average physician has no assurance 
whatsoever as to whether his professional liability 
insurance will cover him in an activity which most 
practicing physicians may be called upon to per- 
form from time to time. This is an area in which 
specific insurance coverage should be available. 


Conclusions 


It is inevitable that there always will be shades 
of difference among insurance carriers in the inter- 
pretations they place on standard policy provisions. 
In the case of medical professional liability insur- 
ance it appears that some of the provisions relating 
to coverage and to policy exclusions are susceptible 
of too wide a difference in interpretation. 

The results of the questionnaire sent by the 
A. M. A. Law Division to the companies writing 
medical professional liability insurance indicate 
that there are important areas in which the profes- 
sional liability policy should be clarified and ampli- 
fied regarding coverage, indemnity, and defense. 
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CALIFORNIA 

Researchers Receive Awards.—Dr. Henry S. Kap- 
lan, head, department of radiology, Stanford Medical 
School, received the second annual Bertha Goldblatt 
Teplitz Memorial Award “for meritorious investiga- 
tion in cancer research.” The award, including a 
$500 honorarium, was made by the Ann Langer 
Cancer Research Foundation of Chicago. The 
Rubin Award of the American Society for the Study 
of Sterility was presented to Dr. Robert W. Noyes 
and his research associates, Dr. Thomas H. Clewe 
and Aileen Yamate. Dr. Noyes is an associate pro- 
fessor of obstetrics and gynecology. The latter re- 
search group was cited for work described in their 
published paper, “Ovarian Transplants to the An- 
terior Chamber of the Eye,” which appeared last 
year in the journal Fertility and Sterility. The 
award carries a $250 honorarium. 


ILLINOIS 

State Medical Election.—Dr. Joseph T. O'Neill, 
Ottawa pediatrician, was installed as president of 
the Illinois State Medical Society, succeeding Dr. 
Raleigh C. Oldfield, Oak Park. The society chose 
as president-elect Dr. Henry C. Hesseltine, profes- 
sor of obstetrics and gynecology, University of 
Chicago, The School of Medicine, who will assume 
the presidency in May, 1960. Other officers elected 
are: Dr. Lee N. Hamm, Lincoln, first vice-presi- 
dent; Dr. Allison L. Burdick, Chicago, second vice- 
president; Dr. Harold M. Camp, Monmouth, secre- 
tary-treasurer. Dr. Camp has been secretary of the 
society for the last 35 years. Dr. Burtis E. Mont- 
gomery, Harrisburg, was reelected chairman of the 
council. 


Society News.—On April 15, 1959, the following 
officers of the Illinois Psychiatric Society were 
elected for the year 1959-60: president, Dr. Frances 
Hannett, Chicago 15; president-elect, Dr. Joel S. 
Handler, Chicago 11; secretary-treasurer, Dr. Paul 
E. Nielson, 912 S. Wood St., Chicago 12; and 
councilor, Dr. Nathaniel $. Apter, Chicago 2.-—At 
its annual meeting in Milwaukee, April 17, the 
Chicago Society of Physical Medicine and Rehabili- 
tation elected the following officers: president-elect, 
Dr. Robert W. Boyle, Wauwatosa, Wis.; vice- 
president-elect, Dr. Louis B. Schwartz, Chicago; 
secretary-treasurer-elect, Dr. Bernard J. Michela, 


MEDICAL NEWS 


Physicians are invited to send to this department items of news of 
general interest, for example, those relating to society activities, new 
hospitals, education, and public health. Programs should be received 
at least three weeks before the date of meeting. 


153/979 


Chicago; and board of trustees-elect, Dr. Wladimir 
T. Liberson, Hines, Ill. These men will assume office 
Jan. 1, 1960. 


Institute on Rehabilitation—The sixth annual In- 
stitute for Rehabilitation Personnel will be con- 
ducted by the Rehabilitation Institute of Southern 
Illinois University, Carbondale, June 21-July 3. Spe- 
cial emphasis will be placed on a coordinated ap- 
proach in the rehabilitation process. Co-sponsors of 
the institute, which is partially supported by a 
training grant from the Office of Vocational Re- 
habilitation, Department of Health, Education, 
and Welfare, are the Illinois Department of Public 
Welfare, Illinois Division of Vocational Rehabilita- 
tion, and the Illinois Tuberculosis Association. The 
program will consider the following topics: 

The Scope of Rehabilitation. 

Administrative Aspects of Rehabilitation. 

The Rehabilitation Process. 

Problems of the Handicapped. 

Theory and Dynamics of Behavior. 

Professional Responsibilities in Rehabilitation. 

Sequences of Rehabilitation Services. 

Pertinent Therapeutic Approaches in Rehabilitation. 
Organizing Communities for Rehabilitation. 

Enrollment fee is $55 and enrollment is limited to 
60 persons. For information, write Guy A. Renzag- 
lia, Ph.D., Director, Rehabilitation Institute, South- 
ern Illinois University, Carbondale, IIl. 


Chicago 

Dr. Dragstedt Goes to Florida.—Dr. Lester R. 
Dragstedt, retired chairman of the department of 
surgery at the University of Chicago, will join the 
faculty of the University of Florida College of 
Medicine, Gainesville, as research professor of sur- 
gery, Aug. 1. At the University of Florida he will 
teach surgical physiology, basic physiology, and 
serve as counselor to resident physicians in sur- 
gery. Dr. Dragstedt introduced vagotomy in the 
treatment of peptic ulcer. His move to the Univer- 
sity of Florida follows some 38 years’ service at the 
University of Chicago where he was made full pro- 
fessor of surgery in 1930 and chairman of the de- 
partment of surgery in 1948. Among his honors are 
the Certificate of Merit of the American Medical 
Association in 1937 for his original work on lipocaic; 
the appointment as lecturer of the Royal College of 
Surgeons of Canada in 1946; the Silver Medal of 
the American Medical Association in 1947; the 
appointment as honorary professor of surgery at the 
University of Guadalajara in 1953, and as honorary 
foreign member, Surgical Society of Lyon, France, 
in 1958. 
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LOUISIANA 

Dr. Mickal Named Department Head.—Dr. Abe 
Mickal was named professor and head of the de- 
partment of obstetrics and gynecology, Louisiana 
State University School of Medicine, New Orleans. 
Dr. Mickal will assume his duties July 1. He suc- 
ceeds Dr. Milton L. McCall who will become medi- 
cal director of the Elizabeth Steel Magee Hospital 
as well as chairman of the obstetrics and gynecol- 
ogy department at the University of Pittsburgh 
School of Medicine. 


MINNESOTA 

Rabies Increase in 1958.—The Minnesota Depart- 
ment of Health has reported that the number of 
animal rabies cases reported to the department 
reached an all-time high in 1958. There were 461 
cases reported from 77 of the state’s 87 counties, 
and skunks accounted for more than 50% of the 
total. The 1958 figure represents an increase of 98 
cases over those reported from 71 counties in 1957. 
It also made Minnesota the state with the second 
greatest incidence of animal rabies in the nation 
last year, exceeded only by Texas, according to the 
U. S. Public Health Service. There were 238 cases 
of rabies reported in skunks. An additional 53 cases 
were reported in raccoons, squirrels, foxes, gophers, 
and other wild life. The 170 infected domestic 
animals included 87 cattle, 39 cats, 35 dogs, 6 
swine, and 3 horses. The number of human deaths 
from rabies in the United States in 1958 was six. 
No cases of human rabies have been reported in 
Minnesota since 1917, but 16 cases were reported 
between 1907 and 1917. Of the estimated 600,000 
persons in the United States bitten each year, about 
60,000 require antirabies treatment. In 1958 there 
were 2,085 persons in Minneapolis and St. Paul, and 
1,305 persons in other parts of the state reported 
bitten, scratched, or otherwise exposed to the pos- 
sibility of getting the disease. Nearly all of these 
were children. At least 260 persons were reported 
to have received the antirabies vaccination treat- 
ment in Minnesota last year. 


NEW YORK 

New York City 

Dedicate Surgical Center.—A surgical center “de- 
signed exclusively for chronic disease treatment 
and research” was dedicated at St. Barnabas Hos- 
pital in the Bronx on May 13. Main speaker was 
Dr. Howard A. Rusk, director of the Institute of 
Physical Medicine and Rehabilitation, New York 
University-Bellevue Medical Center. The center, 
known as the Kane Surgical Addition, was con- 
structed as an additional floor on the Kane Pavilion, 
an existing St. Barnabas building. The air-condi- 
tioned center consists of four operating rooms and 
supporting facilities. Largest among these is the 
neurosurgical operating room, which includes a 
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wall-sized kymograph screen, visible fronr all parts 
of the room, on which simultaneous recordings of 
the patient's blood pressure, pulse, respiration, and 
other measurements can be made. On a special 
“boom” that can be moved directly above the table, 
another monitor is located for recording visually 
such measurements as electrocardiograms and elec- 
troencephalograms. Another “boom,” which is mov- 
able over the table, contains a panel box with con- 


The new chronic disease surgical center at St. Barnabas 
Hospital located on top of Kane Pavilion (right). 


nections for thermostatically controlled warm sterile 
saline; suction mechanisms; remotely controlled 
electrocautery and electrocutting; x-ray controls; 
timing devices and switches; electrostimulation con- 
nections; and recorder connections. 


NORTH DAKOTA 

Plan Research Professorship in Biochemistry.—The 
University of North Dakota received a $75,000 
grant from the Hill Family Foundation of St. Paul 
for establishing a research professorship in bio- 
chemistry in the UND School of Medicine, Grand 
Forks. The grant provides a professorship of $15,000 
annually for five years. University officials said steps 
are being taken to obtain an established investiga- 
tor for the position. Most of his time will be devoted 
to research in biochemistry, with limited teaching 
duties. Space and facilities offered by the Ireland 
Research Laboratories at the university contributed 
greatly to making the grant possible, UND officials 
said. Selection of the professor will be by a com- 
mittee composed of C. J. Hamre, Ph.D., head of 
the anatomy department and dean of the Graduate 
School; Helge E. Ederstrom, Ph.D., professor of 
physiology; and Dr. William E. Cornatzer, head, 
biochemistry department, chairman. 


OHIO 

Three Scientists Win Technology Award.—Three 
Western Reserve University scientists from Cleve- 
land were named winners of the 1959 Annual Kim- 
ble Medical Technology Award “for their outstand- 
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ing contributions in the field of medical technology.” 
The award, a silver engraved plaque, plus $500 in 
cash, was presented June 15 during the annual con- 
vention of the American Society of Medical Tech- 
nologists. Mrs. Louise Faulkner, B.S., Dr. Richard 
P. Levy, and Jack R. Leonards, Ph.D., collaborated 
on a modification of the alkaline-ash technique for 
the determination of serum protein-bound iodine 
(PBI), used in the diagnosis and management of 
thyroid disease. This new laboratory method was 
developed by the three investigators as a part of a 
larger study concerned with thyroid diseases, 
underway since 1954. Mrs. Faulkner is a research 
technologist on the university's department of med- 
icine staff. Dr. Levy is senior instructor in the 
school of medicine, and Dr. Leonards is associate 
professor in biochemistry. The annual award is spon- 
sored by Kimble Glass Company, subsidiary of 
Owens-Illinois. The members of the American So- 
ciety of Medical Technologists select the winner 
each year. 


OREGON 

Record in Grants and Bequests.—More than 3 mil- 
lion dollars in gifts and grants, the largest total ever 
recorded, were received in the past year by the 
University of Oregon Medical School, Portland, 
according to W. A. Zimmerman, business manager. 
The 1958-1959 total of $3,108,429 is almost twice as 
large as the previous high of $1,655,493 received 
during 1957-1958. A total of $1,563,378 was con- 
tributed in support of the school’s research pro- 
gram. Largest single grant in this category was 
$300,131 from the U. S. Public Health Service for 
a continuing study of birth defects. The instruc- 
tional program at the school received gifts to 
$1,285,540, including $1,021,517 from the estate of 
the late Arthur H. Devers, of Portland. Student aid 
and scholarship funds accounted for $131,312 of the 
total, Doernbecher Memorial Hospital for Children 
received $63,228, and income from endowments 
and other invested funds came to $45,000. 


VERMONT 

Seminar on Electrocardiographic Test.—A seminar 
on the electrocardiographic exercise test will be 
held at the DeGoesbriand Memorial Hospital, a 
teaching hospital of the University of Vermont Col- 
lege of Medicine, Burlington, Sept. 19-20. Guest 
speakers will include Drs. Ephraim Donoso, New 
York City; Herman K. Hellerstein, Cleveland; 
Arthur M. Master, New York City; Thomas E. Mat- 
tingly, Washington, D. C.; George P. Robb, New 
York City; Henry I. Russek, New York City; and 
David Scherf, New York City. There will be a $10 
registration fee for nonresidents of Vermont. In- 
quiries should be directed to Dr. Eugene Lepesch- 
kin, associate professor of experimental medicine, 
University of Vermont College of Medicine, Bur- 
lington, Vt. 
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GENERAL 

Dr. Pearson Dies.—William A. Pearson, Ph.D., dean 
of Hahnemann Medical College, Philadelphia, from 
1914 to 1944, died Feb. 16 in Narberth, Pa. Dr. 
Pearson received an honorary degree of doctor of 
medicine from Hahnemann Medical College and 
Hospital in 1915. He completed 52 years of teach- 
ing in 1957, when he retired as professor of biology 
and biological chemistry at Ferris Institute, Big 
Rapids, Mich. He began his career at Ferris in 1904 
and two years later joined the faculty of Hahne- 
mann as professor of chemistry. He headed that 
department until 1949. 


Annual Award in Urology.—The American Urologi- 
cal Association offers an annual ward of $1,000 
(first prize of $500, second prize $300, and third 
prize $200) for essays on the result of some clinical 
or laboratory research in urology. Competition is 
limited to urologists who have been graduated not 
more than 10 years, and to hospital interns and 
residents doing urological research. The first prize 
essay will appear on the program of the meeting 
of the American Urological Association at the 
Palmer House, Chicago, May 16-19, 1960. For full 
particulars write the Executive Secretary, William 
P. Didusch, 1120 N. Charles St., Baltimore. Essays 
must be in his hands before Dec. 1. 


Postgraduate Medical Cruise.—The University of 
Southern California School of Medicine, Los Ange- 
les, will conduct a Postgraduate Refresher Course 
in Honolulu and on board the S. S. Lurline from 
July 29 through Aug. 15. In addition to lectures 
there will be workshops in ECG and x-ray diagnosis 
and water and electrolyte balance and the diag- 
nosis of jaundice. Emphasis will be placed on prac- 
tical diagnosis and therapy. The group will depart 
from Los Angeles via United Air Lines July 29 and 
return to Los Angeles Aug. 15 on the S. S. Lurline. 
Physicians may elect to return by air arriving in 
Los Angeles Aug. 11. Afternoons, evenings, and 
weekends will be free. For information write Dr. 
Phil R. Manning, Director, Postgraduate Division, 
University of Southern California School of Medi- 
cine, 2025 Zonal Ave., Los Angeles 33. 


Association of Medical Assistants.—The American 
Association of Medical Assistants opened a na- 
tional office at 510 N. Dearborn St., Chicago, and 
employed Mrs. Stells Thurnau, of Elgin, Ill, as 
executive secretary. The association is a nonprofit 
organization made up of women working for physi- 
cians as nurses, technologists, medical secretaries, 
and “girl Fridays.” Organized nationally three years 
ago, A. A. M. A. now has a membership of over 
8,000. Objectives of the educational organization 
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are improvement of job skills and doctor-patient 
relations to provide better service to physicians and 
their patients. Chapters exist in 21 states and there 
are members-at-large in 7 others, including Alaska. 


Prevalence of Poliomyelitis.—According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


May 23, 1959 
May 4, 
Paralytie Total 1958 
Area Type Cases Total 
New England States 
New Hampahire 
Middle Atlantic States 
New York 
New Jersey 
Pennsylvania 
Kast North Central States 
West North Central States 


South Atlantic States 
District of Columbia 
West Virginia ......... os 
North Carolina ......... its 3 
East South Central States 
tence 1 1 3 


West South Central States 


Mountain States 
Montana 
Wyoming 
Colorado ens 


Pacifie States 
Washington .... 
Oregon 
California 
Alaska .... : 


= 
= 
= | 


Request for Laboratory Quality Control Measures. 
—The Standards Committee of the College of Amer- 
ican Pathologists urges that directors of all clinical 
pathology laboratories institute quality control 
measures as soon as possible in order to verify and 
certify the validity of measured results. Appropriate 
techniques are described by Freier and Rausch 
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(Univ. Minn. Bull. 29:190, 1958). The Standards 
Committee of the College of American Pathologists 
(Prudential Plaza, Chicago 1) is willing to supply 
reprints of the above paper together with other 
information and assistance to anyone interested. 


Mortality in Floods.—More than 2,400 persons lost 
their lives in floods in the United States in the past 
30 years, according to statisticians of the Metro- 
politan Life Insurance Company. The loss of life 
since 1929 has varied from year to year, but the 
annual toll was generally less than 100. In 1931 no 
flood deaths whatever were reported. However, 
302 lives were lost in 1955, the largest number for 
any year since 1927. Breaking the 30 years since 
1929 into five-year periods, the heaviest loss of lives 
was in 1934-1938, when nearly 800 persons died in 
floods. During the 1954-1958 period, 555 such 
deaths occurred, reflecting mainly the catastrophes 
of the year 1955, when about two-thirds of the flood 
deaths occurred in the northeastern part of the 
country in floods resulting from the torrential rains 
accompanying the hurricane of Aug. 17-19. For the 
30-year period as a whole, the Ohio Valley experi- 
enced a larger loss of life from floods than any 
other region, accounting for nearly a fourth of the 
victims in the entire country. 


Increase in Paralytic Polio.—Almost twice as many 
cases of paralytic poliomyelitis have been reported 
during the first four months of 1959 as during the 
same period last year, Dr. John D. Porterfield, act- 
ing surgeon general, U. S. Public Health Service, 
announced. Dr. Porterfield pointed out that a 45% 
increase in paralytic polio occurred in 1958 over 
1957 and urged a renewed vaccination effort. In 
the first week of May 19 new cases of paralytic 
polio were reported to the service as compared 
with only 7 for the same week in 1958. A total of 
283 cases was reported so far in 1959 compared 
with 147 for the same period last year. At least 50 
million persons in the high risk group—those under 
40 years of age—have not been fully vaccinated, 
Dr. Porterfield pointed out. Surveys undertaken 
with Public Health Service assistance in Long 
Beach, Calif., Lexington, Ky., Columbus, Ohio, 
Denver, Washington, D. C., and Atlanta, Ga., all 
show that the larger percentage of the unvacci- 
nated are in the lower socioeconomic groups. Sub- 
stantial numbers of persons at all socioeconomic 
levels, however, still have not received the three 
shots of vaccine required for maximum protection, 
the service said. 


Opportunities for Medical Officers.—The U. S. Civil 
Service Commission has announced opportunities 
for medical officers with the Federal Government 
in the United States and foreign countries at salaries 
from $7,510 to $12,770. Professional assignments 
are available in the following fields: 
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Administration; Anesthesiology; Cancer; Dermatology and 
Syphilology; Epidemiology; General Medicine and Surgery; 
Geriatrics; Internal Medicine; Maternal and Child Health; 
Nuclear Medicine; Nutrition; Obstetrics and Gynecology; 
Occupational Health and Medicine; Ophthalmology and 
Otorhinolaryngology; Pathology; Pediatrics; Pharmacology; 
Physical Medicine and Rehabilitation; Physiology; Pre- 
ventive Medicine; Psychiatry and Neurology; Radiology; 
Surgery; Urology; and Venereal Disease. 

An examination will be used to fill positions in 

various federal agencies in Washington, D. C., 

throughout the United States and its territories, 

and in foreign countries. The Federal Government 
employs about 1,100 medical officers with the fol- 
lowing agencies as the major users of these officers: 

The National Institutes of Health; Army, Navy, and 

Air Forces installations; U. S. Public Health Service; 

St. Elizabeth’s Hospital, Washington, D. C.; Indian 

Service Hospitals; Food and Drug Administration; 

and Children’s Bureau. Officers conduct research, 

service as consultants, and investigate offenses and 
participate in the prosecution of violators of federal 
laws pertaining to foods, drugs, and cosmetics. Ap- 
plicants must be graduates of a medical school of 
recognized standing, and for most positions must 
have completed an approved rotating internship, 
and be currently licensed to practice medicine and 
surgery in a state or territory. For positions in 
grades GS 12, applicants must have experience in 
the field in which they apply. Applicants must also 
show that they are citizens of the United States and 
physically able to do the work involved. For in- 
formation write the U. S. Civil Service Commission, 
Washington 25, D. C. 


CANADA 

Sir Stewart Duke-Elder Honored.—Sir Stewart 
Duke-Elder, Ph.D., F.R.C.S., was awarded the 
Charles Mickle Fellowship for 1959 by the Univer- 
sity of Toronto “for his outstanding research in 
ophthalmology.” The Mickle Fellowship is the in- 
come from $29,000 bequeathed by the late Dr. 
W. J. Mickle and is awarded annually to the mem- 
ber of the medical profession who is considered by 
the Council of the University’s Faculty of Medicine 
to have “done most during the preceding ten years 
to advance sound knowledge of a practical kind in 
medical art or science.” 


LATIN AMERICA 

Congress on Physiological Sciences in Buenos 
Aires.—The 21st International Congress of Physio- 
logical Sciences (Physiology and Pharmacology ) 
will be held at the Faculty of Medical Science 
in Buenos Aires, Argentina, Aug. 9-15. The program 
includes 12 symposiums, 16 special lectures, and 
102 sessions in which 918 papers will be presented. 
Seventeen simultaneous meetings with nine papers 
each will be held each day. Simultaneous transla- 
tions will be provided for special lectures and 
symposiums. Lectures delivered in English will be 
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translated into Spanish and vice versa. Lectures 
delivered in French will be translated into English. 
For information write the Secretary, 21st Interna- 
tional Congress of Physiological Sciences, Prof. A. 
O. M. Stoppani, Facultad de Medicina, Paraguay 
2151, Buenos Aires, Argentina. 


FOREIGN 

Conference on Medical Electronics.—The second 

International Conference on Medical Electronics 

will be held at the new UNESCO Building in 

Paris, June 24-27. Activities will include general 

review sessions, symposiums, round-table discus- 

sions, scientific demonstrations, an exhibition, and 

a general business meeting. General subjects are 

planned as follows: 

Diagnostic needs and aids in general practice. 

Data processing (digital and analogue). 

Electrophysiology. 

Transducers. 

Amplifiers. 

Isotopes and radiology. 

Instrument design (for reliability, simplicity, ease of main- 
tenance and operation). 


The official languages will be English and French, 
with translations available at the general sessions 
and symposiums. Membership fees are $9 for active 
members and $4 for associate members. For in- 
formation write F. S. Brackett, Ph.D., National In- 
stitutes of Health, Bethesda 14, Md. 


Joint British and Canadian Meeting.—The British 
Medical Association and the Canadian Medical 
Association will hold a joint annual scientific meet- 
ing July 20-24 in Edinburgh. Two plenary scientific 
sessions will be held at Edinburgh University the 
mornings of July 22 and 24. A general session will 
be held the morning of July 23. Twelve round-table 
conferences will be held at 9 a. m. on July 22, 
23, and 24. A scientific exhibition and a medical 
art exhibition are planned, and a program of tours, 
golf, and ladies’ entertainment is arranged. For in- 
formation write Dr. D. P. Stevenson, Secretary, 
British Medical Association, Tavistock Square, 
London, W.C, 1. 


International Course on Military Medicine.—An 
“international improvement course for young medi- 
cal officers of the Health Services of all the armies 
of the world” will be given at Macolin (sport center 
of the Swiss Jura) Sept. 11-19. It is organized by the 
Health Service of the Swiss army, under the aus- 
pices of the International Committee of Military 
Medicine and Pharmacy with the cooperation of 
the International Committee of the Red Cross, the 
World Medical Association, and the World Health 
Organization. The program will be on the main 
principles of organization of the health services of 
the armies and on the general elements of army 
medicine, surgery, and hygiene. Lectures will be 
given on the main humanitarian principles which 
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are at the basis of the practice of medicine in time 
of war. Registration for the course is free. The 
expenses of the sojourn amount to 10 Swiss francs 
per day. The course and sojourn are open to all 
medical officers (active and reserve) and to the 
doctors of the Red Cross societies who request it 
(number is limited to 100 students). For informa- 
tion, write to the “secrétariat-général du Comité 
International de Médecine Militaire, Hépital Mili- 
taire, Liége, Belgium.” 


CORRECTIONS 

Steel Company Donates Community Hospital.—In 
the March 7 issue of THe JouRNAL, page 1088, in 
Medical News, under this side head, the cost of the 
Hospital in the Pines should have been $500,000 
instead of $30,000,000. 


The Fertility Testor.—In the paper by Doyle and 
Ewers entitled “The Fertility Testor” (May 2, page 
45) the statement in the opening paragraph that 
reads “Gluconic acid, the end-product, is converted 
to hydrogen peroxidase which, in the presence of 
traces of orthotolidine, produces a blue color that 
can be seen as shades of green when viewed on 
a yellow strip” should read “Glucose oxidase cata- 
lyzes the oxidation of glucose to gluconic acid. 
Hydrogen peroxide is a by-product, and, in the 
presence of peroxidase and an oxidizable dye such 
as orthotolidine, a color is produced.” 


EXAMINATIONS 
AND 
LICENSURE 


MEDICAL SPECIALTY BOARDS 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various lo- 
cations, July 8, 1960. Final date for filing application is 
january 8. Sec., Dr. Forrest E. Leffingwell, 217 Farmington 
Ave., Hartford 5, Conn. 

AMERICAN Boarp OF DERMATOLOGY: Written. Several Cities, 
Oct. 5. Oral. Oklahoma City, Jan. 15-18, 1960. The final 
date for filing all applications is July 1, 1959. Sec., Dr. 
Beatrice M. Kesten, One Haven Ave., New York 32. 

AMERICAN Boarp OF INTERNAL MEDICINE: 1959 Schedule— 
Written, Oct. 19. Final date for filing application was May 
1. Oral. For candidates on the West Coast, Portland, Ore., 
Sept. 9-12. Final date for filing application was March 1. 
Oral. For candidates on the East Coast, Nov. 6-7, 9-10. 
Final date for filing application was March 1. Sec.-Treas., 
Dr. William A. Werrell, One West Main St., Madison 3, 
Wis. 

AMERICAN Boarp OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to 
be eligible a candidate must have his application filed at 
least six months before the examination time. Sec., Dr. 
Donald D. Matson, 300 Longwood Ave., Boston, Mass. 

AMERICAN Boarp OF OssTETRICS AND GYNECOLOGY: Appli- 

cations for certificates, new and reopened, Part I, and 

requests for re-examination Part II are now being ac- 
cepted, All candidates are urged to make such application 
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at the earliest possible date. Deadline date for receipt of 
applications is August 1, 1959. No applications can be 
accepted after that date. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6, Ohio. 

AMERICAN Boarp OF OPHTHALMOLOGY: Oral. Philadelphia, 
June 2-6; St. Louis, Oct. 6-10. Written. January 1960 in 
various cities. Applications for the 1960 written examina- 
tion must be filed before July 1. Sec., Dr. Merrill J. King, 
Box 236, Cape Cottage Branch, Portland, Maine. 

AMERICAN BoarD OF OrTHOPAEDIC SURGERY: Part II. Chi- 
cago. Jan. 19-21, 1960. The deadline for the receipt of ap- 
plication is Aug. 15, 1959. Sec., Dr. Sam W. Banks, 116 
South Michigan Ave., Chicago 3. 

AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 
5-9. Final date for filing application was April 1. Sec., Dr. 
Dean M. Lierle,-University Hospitals, Iowa City. 

AMERICAN Boarb OF PATHOLOGY: New Orleans, Nov. 12-14. 
Final date for filing application is October 1. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, 
1100 W. Michigan St., Indianapolis 7. 

AMERICAN BoarD oF PATHOLOGY: Examination in Forensic 
Pathology. New Orleans, Nov. 13. Final date for filing 
application is October 1. Sec., Dr. Edward B. Smith, In- 
diana University Medical Center, 1100 W. Michigan St., 
Indianapolis 7. 

AMERICAN Board oF Pepiarrics: Written. January 1960. 
Exec. Sec., Dr. John McK. Mitchell, 6 Cushman Road, 
Rosemont, Pa. 

AMERICAN Boarp oF PLastic SurcERY: Oral and Written. 
Miami, Fla., Oct. 15-17. Final date for submitting case 
reports is July 1. Corresponding Secretary, Miss Estelle 
E. Hillerich, 4647 Pershing Ave., St. Louis 8, Mo. 

AMERICAN BoaArD OF ProcroLocy: Oral and Written. Phila- 
delphia, September. Final date for filing application was 
March 15. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN BoarbD OF PsycHIATRY AND NEuROLOGY: Chicago, 
Oct. 19-20; New York, Dec. 14-15; San Francisco, Mar. 
14-15, 1960. Training credit for full time psychiatric and/or 
neurologic assignment in unapproved military programs or 
services between the dates of Jan. 1, 1950 and Jan. 1, 1954 
was terminated on Jan. 1, 1959. Sec., Dr. David A. Boyd, 
102-110 Second Ave. S. W., Rochester, Minn. 

AMERICAN Boarp OF RapioLocy: Examination. Washington, 
Dec. 6-9. Deadline for filing application is July 1. Candi- 
dates examined in Diagnostic Roentgenology may expect 
to be examined in Physics. A Special Examination in Nu- 
clear Medicine (for diplomates in Radiology or Therapeu- 
tic Radiology) was not given in June 1959, Candidates 
desiring this examination will be accommodated at the 
meeting of the Board in Washington, D. C. on December 
5. Deadline for filing application is August 1. Sec., Dr. H. 
Dabney Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BoarpD OF SuRGERY: Written examinations (Part 
I) will be held on December 2, 1959 at various centers to 
be announced later. Candidates are urged to apply several 
months before completion of training requirements al- 
though the closing date ‘for filing applications is August 1. 
Those completing training requirements after September 
30 cannot be considered for the Part I examination in 
December of the same year. Sec., Dr. John B. Flick, 1617 
Pennsylvania Blvd., Philadelphia 3. 

Boarp oF THoRAcic SurGERY: Written. Various centers 
throughout the country, September 1959. Final date for 
filing application is July 1. Oral. September. Final date 

for filing application is July 1. Sec., Dr. William M. 
Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 

AMERICAN Boarp oF Uro.ocy: Written. Approximately 25 
cities throughout the country, December 4, 1959. Oral- 
Clinical and Examination in Pathology. Chicago, February 

1960. Final date for filing application is Sept. 1, 1959. 

Sec., Dr. William Niles Wishard, 30 Westwood Rd., Min- 

neapolis 26, Minn. 
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DEATHS 


Bandler, Leon S., Coronado, Calif.; Columbia Uni- 
versity College of Physicians and Surgeons, New 
York City, 1900; died in the Coronado Hospital 
March 20, aged 87. 


Barnhill, James E. ® Owensboro, Ky.; Hospital 
College of Medicine, Louisville, 1898; member of 
Aero Medical Association, served on the board of 
directors of the Owensboro Federal Savings and 
Loan Association; on the courtesy staff of Owens- 
boro-Daviess County Hospital, where he died 
March 30, aged 81. 


Bess, Thomas Floyd Ernest ® Keyser, W. Va.; born 
in 1890; College of Physicians and Surgeons, Balti- 
more, 1914; member of the Southeastern Surgical 
Congress; fellow of the American College of Sur- 
geons; past-president and vice-president of the West 
Virginia State Medical Association; served a term 
as president of the Potomac Valley Medical So- 
ciety; veteran of World War I; a member of the 
executive committee of the Boy Scouts of America 
and was awarded the Silver Beaver in scouting; 
past-president of the Keyser Rotary Club and a 
past-district-governor of the 180th Rotary District; 
served as medical superintendent of the Potomac 
Valley Hospital, which he and his brother built; 
died at his summer cottage near Aurora March 18, 
aged 68. 


Bowser, Herschel Philip, Goshen, Ind.; Indiana 
University School of Medicine, Indianapolis, 1921; 
died March 28, aged 63. 


Buckner, Hubbard Thomas ® Seattle; born in 
Hazleton, Pa., Aug. 17, 1889; Jefferson Medical 
College of Philadelphia, 1913; fellow of the Inter- 
national College of Surgeons and the American 
College of Surgeons; member of the American As- 
sociation for the Surgery of Trauma; veteran of 
World War I; during World War II organized and 
commanded the 50th General Hospital and was 
awarded the Bronze Star for distinguished service 
in Normandy; member of the board of regents of 
Seattle University which in 1950 recognized his 
services with the military hospital group and 
awarded him an honorary degree of doctor of laws; 
associated with Providence, Doctors, King County, 
and United States Public Health Service hospitals; 
medical director of the Washington State Rehabili- 
tation Center of the Department of Labor and In- 
dustries since 1948; the new center, named in his 
honor, was dedicated Feb. 21, 1959; died March 22, 
aged 69. 


@ Indicates Member of the American Medical Association. 


Carlton, Arthur J. ® Escanaba, Mich.; University of 
Michigan Department of Medicine and Surgery, 
Ann Arbor, 1904; past-president of the Delta- 
Schoolcraft County Medical Society; past-president 
of the Escanaba Board of Education; served for 
many years as health officer; on the staff of St. 
Francis Hospital, where he died March 31, aged 78. 


Cerchiara, Camillo Anthony ® Mount Vernon, 
N. Y.; Cornell University Medical College, New 
York City, 1922; veteran of World War I; founding 
fellow of the American College of Obstetricians 
and Gynecologist; for many years on the staff of 
the staff of the Mount Vernon Hospital; died March 
26, aged 62. 


Clapsaddle, Clare Jury ® Ste. Genevieve, Mo.; St. 
Louis University School of Medicine, 1917; veteran 
of World War I; died in Firmin Desloge Hospital, 
St. Louis, March 14, aged 68. 


Clark, Ira Joseph ® Vista, Calif.; Denver and Gross 
Medical College, 1908; veteran of World War I; 
served on the staff of the Oceanside (Calif.) Hos- 
pital; died in Fall Brook (Calif.) Community 
Hospital March 5, aged 83. 


Cochran, Carlisle Calahan ® Kimball, W. Va.; Med- 
ical College of Virginia, Richmond, 1921; past- 
president of the McDowell County Medical Society; 
veteran of World War I and was awarded the 
Congressional Medal of Honor; on the staff of the 
Stevens Clinic Hospital in Welch, where he died 
March 24, aged 65. 


Cooke, Quinton H., Rich Square, N. C.; University 
of North Carolina School of Medicine, Chapel Hill, 
1905; died in the Roanoke-Chowan Hospital in 
Ahoskie, March 31, aged 79. 


Coultas, Porter Jasper ® Tell City, Ind.; University 
of Louisville (Ky.) Medical Department, 1909; vet- 
eran of World War I; during World War II the 
examining officer for the Perry County Selective 
Service; county health officer and county coroner; 
served as city health officer; associated with the 
Protestant Deaconess and St. Mary’s hospitals in 
Evansville, and Perry County Memorial Hospital; 
for many years a director of the Citizens National 
Bank, where he served for a period as vice-presi- 
dent; past-president of the Tell City Chamber of 
Commerce; died in the Veterans Administration 
Hospital in Louisville, Ky., March 20, aged 76. 


Davies, Rupert Arthur @ Arlington, Neb.; Rush 
Medical College, Chicago, 1900; also a pharmacist; 
served on the village and school boards, and as 
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mayor of Arlington; local surgeon with the Chicago 
and Northwestern Railway; past-president of the 
Dodge County Medical Society and the Elkhorn 
Valley Medical Society; a director of the Arlington 
Bank; on the staff of the Dodge County Community 
Hospital in Fremont, where he died March 20, 
aged 84. 

Estabrook, Charles Taylor ® Worcester, Mass.; 
Long Island College Hospital, Brooklyn, 1897; past- 
president of the Worcester Eye, Ear, Nose and 
Throat Society; served on the staffs of the Fair- 
lawn, Hahnemann, and St. Vincent hospitals; on 
the staffs of the Memorial Hospital and the Wor- 
cester City Hospital, where he died March 21, 
aged 86. 


Fast, Ralph Bryan ® Kalamazoo, Mich.; University 
of Michigan Medical School, Ann Arbor, 1922; 
served on the faculty of his alma mater; specialist 
certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthal- 
mology and Otolaryngology; past-president of the 
Kalamazoo Academy of Medicine; associated with 
Borgess and Bronson Methodist hospitals; veteran 
of World War I; a member of the board of directors 
of the First National Bank; died March 24, aged 61. 


Fox, John Francke @ Bluefield, W. Va.; University 
of the City of New York Medical Department, New 
York City, 1886; once served as a member of the 
city council; fellow of the International College of 
Surgeons and the American College of Surgeons; a 
division surgeon for the Norfolk and Western Rail- 
way; in 1946 presented the city’s Distinguished 
Citizenship Award in recognition of his many con- 
tributions; member of the surgical staff and one of 
the founders of the Bluefield Sanitarium, where he 
was for a long time its president and senior surgeon, 
and where he died April 4, aged 95. 


Franklin, Earl Alexander ® San Francisco; Jeffer- 
son Medical College of Philadelphia, 1922; veteran 
of World War II; died in St. Francis Hospital Feb. 
14, aged 63. 


Friedland, Henry ® New York City; University 
and Bellevue Hospital Medical College, New York 
City, 1911; past-secretary of the Bronx County 
Medical Society; specialist certified by the Amer- 
ican Board of Radiology; member of the American 
College of Radiology; radiology consultant at the 
Hebrew Home and Hospital for Chronic Sick; at- 
tending physician and a member of the medical 
board at the Home and Hospital of the Daughters 
of Jacob; served as a director of radiology at Kew 
Gardens (N. Y.) General Hospital; died March 30, 
aged 70. 


Geen, James S., Utica, Ill.; Baltimore Medical Col- 
lege, 1896; also a graduate in pharmacy; for many 
years associated with the La Salle County Tuber- 
culosis Sanatorium in Ottawa, where he was presi- 
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dent of the board of directors; on the staff of St. 
Mary’s Hospital in La Salle; died in St. Petersburg, 
Fla., March 7, aged 88. 


Greiner, Theodore ® University City, Mo.; Wash- 
ington University School of Medicine, St. Louis, 
1897; past-president of the St. Louis Dermatological 
Society; member of the American Academy of Der- 
matology and Syphilology; associated with St. 
Louis County Hospital, St. John’s Hospital, and De 
Paul Hospital, where he died March 30, aged 84. 


Herzberg, Mortimer Jr., Hillsboro, Ohio; University 
of Cincinnati College of Medicine, 1939; veteran 
of World War II; served as health commissioner of 
Highland County; on the staff of the Highland 
Community Hospital; died in the Veterans Admin- 
istration Hospital, Cincinnati, March 17, aged 47. 


Higgins, Thomas Joseph ® Baker, Ore.; Creighton 
University School of Medicine, Omaha, 1906; mem- 
ber of the American Academy of General Practice; 
veteran of World War I; served on the state board 
of health; on the staff of St. Elizabeth Hospital, 
where he died March 19, aged 77. 


Holmes, George Winslow ™ Belfast, Maine; born 
in Waldo, Maine, Dec. 28, 1876; Tufts College 
Medical School, Boston, 1906; specialist certified by 
the American Board of Radiology; since 1941 clin- 
ical professor of roentgenology emeritus at Harvard 
Medical School in Boston, where he joined the 
faculty in 1913 as assistant in roentgenology, sub- 
sequently serving as instructor in roentgenology, 
assistant professor, and clinical professor; member 
and in 1924 president of the American Roentgen 
Ray Society; in 1940 received the Caldwell Medal, 
following his delivery of the Caldwell Lecture; 
served as a director of the American Society for the 
Control of Cancer and a member of the National 
Research Council; for many years associated with 
the Massachusetts General Hospital in Boston, 
where he served as chief roentgenologist; served as 
consulting roentgenologist for the Massachusetts 
Eye and Ear Infirmary in Boston; on the staff of 
the Waldo County General Hospital; the American 
Journal of Roentgenolgy and Radium Therapy de- 
voted an entire edition in honor of him in Decem- 
ber, 1936; joint author of “Roentgen Interpreta- 
tion”; died March 18, aged 82. 


Janis, Lee Davidson ® Brooklyn; New York Uni- 
versity College of Medicine, New York City, 1940; 
specialist certified by the American Board of Pre- 
ventive Medicine; service terminated with the U. S. 
Public Health Service Nov. 11, 1947; associated 
with New York Hospital—Cornell Medical Center; 
member of the medical department of the advertis- 
ing firm of William Douglas McAdams in New 
York City, and consultant to World Wide Medical 
News Service; died in the Long Island College 
Hospital March 26, aged 43. 
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Johannesen, Robert Eastnor @ Altadena, Calif.; 
Rush Medical College, Chicago, 1928; veteran of 
World War I; associated with St. Luke Hospital 
and the Alta Vista Hospital in Pasadena; died April 
2, aged 61. 


Lewis, George Andrew, Chicago; Howard Univer- 
sity College of Medicine, Washington, D. C., 1899; 
associated with the Provident Hospital; died April 
6, aged 83. 


McCormac, James Francis, Verona, Ky.; Medical 
College of Ohio, Cincinnati, 1895; died in St. Eliza- 
beth Hospital, Covington, Feb. 10, aged 87. 


Mackowsky, Edwin L. ® Jersey City, N. J.; Eclectic 
Medical College, Cincinnati, 1939; veteran of World 
War II, and was decorated with the Bronze Star; 
associated with the Medical Center of Jersey City, 
St. Francis Hospital, Margaret Hague Maternity 
Hospital, and Christ Hospital; died March 23, 
aged 44. 


Marks, Edward Schaefer ® Marietta, Ga.; Emory 
University School of Medicine, Atlanta, 1943; spe- 
cialist certified by the American Board of Surgery; 
fellow of the American College of Surgeons; veteran 
of World War II; interned at the Cincinnati Gen- 
eral Hospital; served a residency at the Veterans 
Administration Hospital in Memphis, Tenn.; named 
“Young Man of the Year” in 1953; on the staff of 
the Kennestone Hospital; died in Lake George, 
Fla., aged 40. 


Maryan, Harry Oliver ® Chicago; University of 
Illinois College of Medicine, Chicago, 1924; special- 
ist certified by the American Board of Obstetrics 
and Gynecology; member of the Central Association 
of Obstetricians and Gynecologists; fellow of the 
International College of Surgeons; affiliated with 
American, Forkosh, Frank Cuneo Memorial, and 
Augustana hospitals, and the Columbus Hospital, 
where he died March 28, aged 63. 


Matlock, John William, Frost, Texas; University of 
Texas School of Medicine, Galveston, 1901; died 
March 14, aged 86. 


Miller, Charles Arthur ® Macon, IIl.; College of 
Physicians and Surgeons of Chicago, School of Med- 
icine of the University of Illinois, 1902; Macon 
townspeople honored him for 50 years practice in 
the vicinity with a “Dr. Miller Day” on June 18, 
1952; died March 21, aged 83. 


Moseley, Harry Gladding ® Colonel, U. S. Air 
Force, Denver, Colo.; born in Roanoke, Va., Dec. 
1, 1908; Washington University School of Medicine, 
St. Louis, 1938; appointed a first lieutenant in the 
Army of the United States June 7, 1938; reported 
for active duty July 5, 1939; commissioned a first 
lieutenant in the U. S. Army on Feb. 14, 1940; 
transferred to the United States Air Force on July 1, 
1949; member of the Aero Medical Association and 
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received its Theodore Lyster Award at the 1958 
meeting in Washington for developing a successful 
program in the aeromedical aspects of aircraft ac- 
cident prevention; his military decorations included 
the Air Force Commendation Ribbon; died near 
Norton Air Force Base, Calif., where he was as- 
signed to 1002d Inspector General Group, Feb. 10, 
aged 50. 


Moshinsky, Alexander L., New York City; Univer- 
sity of St. Vladimira Faculty of Medicine, Kiev, 
Russia, 1922; specialist certified by the American 
Board of Otolaryngology; member of the American 
Academy of Ophthalmology and Otolaryngology; 
fellow of the American College of Surgeons; served 
on the staffs of the Beth Israel, Gouverneur, Good 
Samaritan, Trinity, Beth David, and New York 
Post-Graduate Medical School and hospitals; died 
in the Phelps Memorial Hospital, North Tarrytown, 
March 25, aged 63. 


Moursund, Walter Henrik Sr., Houston, Texas; born 
in Frederickburg, Aug. 13, 1884; University of 
Texas School of Medicine, Galveston, 1906; joined 
the faculty of Baylor University College of Medicine 
in 1911 as assistant in pathology and bacteriology, 
subsequently becoming professor of physiology, 
professor of pathology and bacteriology, secretary 
and registar, professor of pathology, professor of 
bacteriology, professor of clinical pathology, pro- 
fessor of bacteriology and hygiene, professor of 
hygiene and preventive medicine, acting dean, 
dean, and since 1953 dean emeritus; served as cap- 
tain and major, medical reserve corps, U. S. Army, 
becoming a member in 1910; during World War I 
commanded the Eighth Corps Area Laboratory at 
Fort Sam Houston; a charter member of the board 
of directors of Baylor Medical Foundation; in 1944 
awarded an honorary LL.D. degree from Baylor 
University; wrote “A History of Baylor University 
College of Medicine—1900-1953”; died in the Meth- 
odist Hospital April 2, aged 74. 


Mulherin, Francis Xavier ® Augusta, Ga.; Univer- 
sity of Pennsylvania School of Medicine, Philadel- 
phia, 1911; veteran of World War I; in 1958 was 
named “Doctor of the Year” by the Richmond 
County Medical Society and shortly after was 
chosen “General Practitioner of the Year” by the 
Medical Association of Georgia; on the staffs of 
University and St. Joseph’s hospitals; died March 
14, aged 73. 


Nolte, Albert E. ® Weirton, W. Va.; College of 
Physicians and Surgeons, Baltimore, 1908; served 
as city health officer at Benwood; an honorary staff 
member of the Ohio Valley General Hospital in 
Wheeling; died in Steubenville, Ohio, March 16, 
aged 76. 


O’Brien, Kennedy William ™ Lynbrook, N. Y.; 
Loyola University School of Medicine, Chicago, 
1941; member of the American Academy of General 
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Practice; veteran of World War II; on the staffs of 
the Mercy Hospital and the South Nassau Com- 
munities Hospital in Rockville Centre; died in the 
Veterans Administration Hospital in Fort Hamilton, 
Brooklyn, March 20, aged 44. 


O’Brien, Minnie Carrie ® San Antonio, Texas; Wom- 
an’s Medical College of Pennsylvania, Philadelphia, 
1906; formerly vice-president of the Bexar County 
Medical Society; served as vice-president of the 
Texas Association of Obstetricians and Gynecolo- 
gists; on the staff of the Robert B. Green Memorial 
Hospital; died March 12, aged 74. 


Price, Robert L., Jackson, Miss.; Louisville (Ky.) 
Medical College, 1892; died March 29, aged 90. 


Rosenbluth, Milton Benjamin ® New York City; 
Columbia University College of Physicians and 
Surgeons, New York City, 1914; specialist certified 
by the American Board of Internal Medicine; pro- 
fessor of clinical medicine at the New York Uni- 
versity College of Medicine; at one time on the 
faculty of Fordham University School of Medicine; 
veteran of World War II; served on the staffs of the 
Harlem Hospital, New York University division of 
Bellevue Hospital, and the Goldwater Memorial 
Hospital; died in the Doctors Hospital March 23, 
aged 68. 


Sayre, Bernard Edward ® Chicago; University of 
Illinois College of Medicine, Chicago, 1924; asso- 
ciated with Mount Sinai and Walther Memorial 
hospitals; died in the Louis A. Weiss Memorial 
Hospital March 30, aged 59. 


Stephens, Perry A., Chattanooga, Tenn.; Knoxville 
Medical College, 1907; served on the staff of the 
Carver Memorial Hospital; died March 3, aged 75. 


Stokes, William Ellis, Downey, Calif.; Baltimore 
Medical College, 1913; died in the Presbyterian 
Hospital—Olmsted Memorial in Los Angeles March 
1, aged 73. 


Trask, Leo Stewart ® Everett, Wash.; Johns Hop- 
kins University School of Medicine, Baltimore, 
1913; member of the American Association for the 
Surgery of Trauma; fellow of the American College 
of Surgeons; served in the regular Army and dur- 
ing World War I; associated with General and 
Providence hospitals; died March 16, aged 73, of 
coronary disease. 


Vogel, Julius Aloysius ® Monaca, Pa.; University 
of Pittsburgh School of Medicine, 1927; specialist 
certified by the American Board of Preventive Med- 
icine; member of the Industrial Medical Associa- 
tion; plant physician at the Aliquippa Works, Jones 
and Laughlin Steel Corporation; on the staff of the 
Aliquippa (Pa.) Hospital; died in Cleveland March 
1l, aged 57. 


DEATHS 


J.A.M.A., June 20, 1959 


Walker, Glen ® Farina, II].; Loyola University 
School of Medicine, Chicago, 1928; veteran of 
World War I; affiliated with the Fayette County 
Hospital, Vandalia; died March 20, aged 60. 


Weaver, William Jackson ® Asheville, N. C.; Jeffer- 
son Medical College of Philadelphia, 1898; died 
Feb. 8, aged 85. 


White, George Washington, Richmond, Va.; How- 
ard University College of Medicine, Washington, 
D. C., 1913; served as president of the Federal Life 
Insurance Company of Washington; vice-president 
of the Richmond Beneficial Life Insurance Com- 
pany, of which he was medical director; associated 
with the Richmond Community Hospital; member 
of the courtesy staff of Richmond Memorial Hos- 
pital; died Feb. 15, aged 74. 


Wiley, A. Ray ® Tulsa, Okla.; University of Okla- 
homa School of Medicine, Oklahoma City, 1913; 
fellow of the International College of Surgeons and 
the American College of Surgeons; past-president 
of the Tulsa County Medical Society; for ten years 
a member of the city-county board of health; served 
in the Oklahoma National Guard during World War 
I and was a captain in the medical corps when it 
was deactivated in 1919; served on the staff of the 
Hillcrest Medical Center, where he died March 13, 
aged 68. 


Wilkinson, William Emmet, Alexandria, La.; Mary- 
land Medical College, Baltimore, 1910; veteran of 
World War I; served on the staffs of the East Loui- 
siana State Hospital in Jackson, and State Colony 
and Training School in Pineville; affiliated with the 
Veterans Administration Hospital in Alexandria; 
died Feb. 27, aged 70. 


Wilson, George ® Philadelphia; University of Penn- 
sylvania School of Medicine, Philadelphia, 1911; 
specialist certified by the American Board of Psy- 
chiatry and Neurology; served on the faculty of his 
alma mater and the Woman's Medical College of 
Pennsylvania; member of the American Neurolog- 
ical Association, of which he was past-president, 
and the American Academy of Neurology; fellow of 
the American Psychiatric Association; veteran of 
World War I; associated with Bryn Mawr (Pa.) 
Hospital, Methodist Episcopal Hospital, Episcopal 
Hospital, in Philadelphia, Thomas M. Fitzgerald 
Mercy Hospital in Darby, Pa., State Hospital, Nor- 
ristown, and the Pennsylvania Epileptic Hospital 
and Colony Farm in Oakbourne, Pa.; president of 
the Fairmount Farm; formerly consultant for the 
U.S. Public Health Service; died March 23, aged 70. 


Wright, Ray Barkley ® Laredo, Texas; Physio- 
Medical College of Indiana, Indianapolis, 1897; 
served with the U. S. Public Health Service; veter- 
an of World War I; for many years a pharmacist; 
died in the Mercy Hospital March 10, aged 84. 
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DENMARK 


Rectopexy for Rectal Prolapse.—H. Baden and 
O. Mikkelsen (Acta chir. scandinav. 116:230-234, 
1958/1959) reported on 33 patients (27 women and 
6 men) with complete rectal prolapse in whom the 
rectum was mobilized deeply in the pelvis and fixed 
to the promontory after elevation. The ages of the 
patients ranged from 24 to 80 (average 58) years. 
The disease had persisted from 3 months to 35 
years, and at least 5 patients had had the condition 
for over 10 years. There was one operative death, 
a woman aged 72 who died four days after opera- 
tion for a pulmonary embolus. Thirty patients were 
examined from two months to seven years after the 
operation. There was one recurrence, and tour pa- 
tients had a small mucosal prolapse. Only two pa- 
tients suffered from incontinence. The authors con- 
cluded that rectopexy after mobilization of the 
rectum was one of the best and least radical opera- 
tions for complete rectal prolapse in adults. 


Fractures of the Femur in the Elderly.—T. Budtz- 
Olsen and A. Pahl ( Nord. med. 61:360-362 [Feb. 26] 
1959) reported a series of 114 patients over the age 
of 70 with fracture of the femoral neck, whom they 
divided into three risk groups on the bases of cardio- 
pulmonary, urologic, and cerebral conditions. The 
study indicated that in the two groups of good-risk 
patients osteosynthesis should be considered the 
preferred operation. In the poor-risk group treat- 
ment by intermittent traction was tried in an at- 
tempt to lower the death rate at the expense of a 
good functional result. It was found, however, that 
this treatment did not influence mortality and hence 
that osteosynthesis might be used in this group too, 
although a high death rate could not be avoided in 
the physically weaker patients. 


Fractures of the Femur in Children.—B. Barford 
and J. Christensen (Acta chir. scandinav, 116:235- 
250, 1958/1959) reported the results of a foliow-up 
study of fractures of the femoral shaft in 114 chil- 
dren (86 boys and 28 girls) under 15 years of age, 
treated in two hospitals in Aarhus. The observation 
periods ranged from 2 to 12 years. The incidence of 
fractures was highest in the 3rd year of life and 
then fell with increasing age. Osteosynthesis was 
performed only in patients over 3 years of age. 
Fractures of the right and the left femur were 
equally common. Osteosynthesis was used in 23 
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cases and conservative treatment in 91. The dura- 
tion of treatment was longer for osteosynthesis than 
for conservative treatment. The overgrowth of the 
injured limb after conservative treatment seemed to 
bear a direct relationship to the shortening observed 
at discharge, which suggested that a desirable com- 
pensation occurred. Of the fractures treated con- 
servatively about 80% showed normal length + 1 
cm. at the follow-up examination. After osteosyn- 
thesis overgrowth always occurred as compared 
with the uninjured limb. Follow-up examination 
revealed lengthening in excess of 1 cm. in 20 of 23 
patients. Shortening of at most 2 cm., angulation 
of less than 25 degrees, and absence of rotation 
should be the therapeutic goals. These may always 
be attained by conservative treatment, and the au- 
thors concluded that osteosynthesis of fracture of 
the femoral shaft in children was not indicated. 


Ulcerative Colitis.—In Acta chirurgica scandinavica 
(supp. 236, 1958, pp. 1-118) Lindenberg assessed 
the results of medical and surgical treatment of ul- 
cerative colitis in 161 patients. The medical series 
consisted of 87 patients whose average age at the 
onset of the disease was 30 years; 72% developed 
complications in the course of the disease. As 23% 
of the patients were operated on for this disease, 
the series was divided into a purely medical group 
of 67 patients and a medicosurgical group of 20. 
There was no difference in principle between the 
two groups with regard to age, sex, onset, and dura- 
tion of the disease. All the patients were given dia- 
tetic treatment. Most of them were given rectal 
enemas and chemotherapeutic agents, some were 
treated with antibiotics, and a few received ACTH 
and cortisone. A body weight less than 80% of the 
ideal during the disease appeared to be a bad prog- 
nostic sign. A high or septic temperature and a 
pulse rate exceeding 120 per minute occurred only 
in those patients who died of the disease. 

The death rate in the purely medical group was 
30% with an average duration of illness for the dead 
of 5 years and four months and an average age at 
death of 38 years. Of the 67 patients 21% died be- 
fore the age of 40. A follow-up study of 47 patients 
revealed that 19% were fully fit to work, 51% had 
diminished working capacity or were incapacitated, 
and 30% had died by the time of the study. In the 
medicosurgical group 11 patients had appendicosto- 
my and colostomy and 10 patients had an ileostomy 
with or without subtotal colectomy. Appendicosto- 
my and cecostomy had no effect. Colostomy and 
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ileosigmoidostomy resulted in a stormy postopera- 
tive course with no change in the symptoms or in 
the death rate. Ileostomy with subsequent resection 
proved fatal in seven, and the mortality in the 
whole medicosurgical group was 60%. 

At the time of the follow-up study only three 
patients with ileostomy were symptom-free and five 
patients who had other operations had symptoms of 
ulcerative colitis either continuously or when work- 
ing. The surgical series comprised 74 patients, in- 
cluding an American group of 55 and a Danish 
group of 19. All the patients were subjected pri- 
marily to ileostomy. The average ages at onset of 
the disease in the two surgical groups were prac- 
tically identical, 29 years; 95% of the Danish and 
81% of the American patients had complications of 
the disease. In the American series the technique 
of the ileostomy was that of bringing out the ileum 
in the incision without suturing. In the Danish 
series ileostomy was performed with a _tunnel- 
shaped excision of the abdominal wall in 15 of the 
patients, omitting suture between the intestine and 
the wall, a technique devised by the author. Dys- 
function of the ileostomy occurred in 60% of the 
American and in none of the Danish patients. 

The author concluded that the purely medical and 
the two surgical series were sufficiently uniform to 
allow an evaluation of the efficacies of the different 
forms of treatment. The treatment should be pri- 
marily medical, although no specific medical treat- 
ment could be recommended. Medical treatment 
gave full work capacity in 19% after prolonged 
treatment and a mortality of 30%, within an average 
observation period of 12% years. The prognosis was 
bad for patients in whom the disease had an acute 
onset. The general clinical symptoms afforded the 
best guidance to therapy and prognosis, whereas 
the results of proctoscopy, fluoroscopy, and labora- 
tory studies were of questionable prognostic value. 
The indications for surgical treatment comprise ab- 
solute and relative indications. In the surgical series 
the patients who survived ileostomy and subsequent 
resections attained full work capacity after a short 
time. The operative mortality was 27% in the Amer- 
ican and 21% in the Danish series. With use of the 
surgical technique described by the author ileos- 
tomy dysfunction, the most frequent and most diffi- 
cult postoperative complication to treat, was avoid- 
ed, Other operations than ileostomy, subtotal 
colectomy, and removal of the rectum generally 
have no effect on ulcerative colitis. Ileostomy and 
subtotal colectomy performed in two stages pre- 
sumably cause fewer deaths than one-stage opera- 
tions. 


Cortisone for Rheumatoid Arthritis.—Leif Nyros 
(Acta rheumatol. scandinav. 4:225-242, 1958) re- 
ported a series of 148 patients (36 men and 112 
women ) all of whom received prolonged treatment 
with cortisone for rheumatoid arthritis and 67% of 
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whom were over 50 years of age. The series con- 
sisted of patients for whom other treatment, par- 
ticularly with sodium gold thiosulfate, had failed, 
and most were severely affected. The average dura- 
tion of the disease was 11% years. Long-term treat- 
ment with cortisone gave satisfactory results in 34% 
but it was stopped in 38% of these because of side- 
effects, and 28% became refractory to the treatment 
sooner or later. The mortality was the same as with 
conservative treatment. Only one of the deaths 
could be directly ascribed to cortisone, but it was 
a possible contributory factor in three deaths. It 
may be assumed that treatment with cortisone or 
other steroids permits a reduction in the speed of 
progress of the disease and delays the onset of irre- 
versible lesions. 


Subcutaneous Rupture of Quadriceps Femoris Ten- 
don.—A follow-up study of 18 patients with 19 rup- 
tures of the quadriceps femoris tendon was made 
by E. Jensen and P. K@glle-Jgrgensen (Nord. med. 
61:364-368 [Feb. 26] 1959). All patients were elder- 
ly, heavily built men. The most frequent cause of 
rupture was a fall on the knee in hyperflexion. The 
diagnosis was often overlooked for some time after 
the accident. In most patients a good result was ob- 
tained by primary suture of the ruptured tendon. 
Six of the patients were treated with suture, com- 
bined with grafting of the fascia lata and early 
mobilization, whereas 12 were treated with suture 
alone and prolonged immobilization in plaster. The 
end-result and the period of restitution were the 
same in the two groups. In these patients the prog- 
nosis seemed to be unaffected by a late diagnosis 
and operation. 


INDIA 


Frequent Coughs and Colds.—G. Coelho (Indian 
Journal of Child Health, vol. 8, March, 1959) in an 
analysis of 300 children with frequent coughs and 
colds attending a private clinic found that about 
half of them were under the age of 3 years. There 
was a noticeable decline after the 5th year. The 
frequency of these attacks varied from once a fort- 
night to twice a year. Cough associated with cold 
was the commonest complaint, being present in 
173 patients. A congested throat was observed in 
102; enlarged tonsils in 95; and rhonchi, rales, crepi- 
tations, and prolonged expiration in 98. Fluoroscopy 
showed hilar shadows in 34 and opacities in 4. 
Leukocytosis was present in 204 patients. The dura- 
tion of symptoms ranged from two months to five 
years. The attacks started after whooping cough in 
seven, measles in two, and chickenpox, diphtheria, 
and influenza in one each. Some children had a his- 
tory of measles or whooping cough after the com- 
mencement of attacks of coughs and cold; the latter 
were not aggravated during the acute illness. A his- 
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tory of food allergy could be elicited in many chil- 
dren, the articles of food which brought on the 
attack being ice cream, buttermilk, lime juice, ba- 
nana, and peppermint. 

Some of the patients had repeated bacterial or 
viral infections of the upper respiratory tract. This 
group had a better prognosis and was more amen- 
able to treatment, as antibiotics were of great help 
in these cases. Penicillin and streptomycin were 
given patients with polymorphonuclear leukocytosis, 
while the broad-spectrum antibiotics were used for 
those showing lymphocytic leukocytosis. These were 
given for eight days every month for six months. 
Children with an eosinophil count above 500 per 
cubic millimeter were given a piperazine derivative 
and either carbarsone by mouth or injections of 
acetylarsan. Better results were obtained with acety- 
larsan. For children with only a cough and cold 
therapy with an antihistamine with a combination 
of acetophenetidin, aspirin, and codeine was pre- 
scribed and the nasal passages were kept clear with 
an ephedrine or hydrocortisone solution. Antihista- 
minics were prescribed twice a day for six months 
as prolonged administration of these drugs was 
found to increase the intervals between attacks. 
Tonsillectomy was performed on four patients, after 
which only one showed improvement. 


Enterocolitis in Children.—D. F. Dauis-Lawas (In- 
dian Journal of Child Health, vol. 8, March, 1959) 
stated that diarrhea in children is very common in 
the tropics, being even more prevalent than bron- 
chopneumonia and tuberculosis. This is also true for 
deaths from these causes. Death may be due to 
toxemia (which was seen to occur in well-nourished 
as well as poorly nourished infants), dehydration, 
or secondary infections. In a series of about 6,000 
children admitted to hospital with diarrhea intra- 
abdominal complications necessitating immediate 
operation occurred in 12. Of these 10 died and 
autopsies were performed on all; one was taken 
from the hospital against medical advice after oper- 
ation, and one on whom operation was performed 
early survived. These complications included vol- 
vulus; intussusception; massive hemorrhage; and in- 
testinal obstruction due to atony, perforation with 
peritonitis, gangrene, and liver abscess. Sudden ces- 
sation of the diarrhea was striking and occurred in 
four cases. Three of these had developed peritonitis 
with ileus and one had developed volvulus. 


Hodgkin’s Disease in Children.—M. V. Sirsat (In- 
dian Journal of Child Health, vol. 8, March, 1959) 
stated that the diagnosis of enlarged lymph nodes 
in a child can prove difficult, as there may be no 
clear-cut clinical difference between such conditions 
as tuberculous lymphadenitis, Hodgkin’s disease, 
lymphosarcoma, lymphoepithelioma, or even metas- 
tatic carcinoma. Reliance then must be placed on 
microscopic examination, which will also decide the 
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line of treatment and the prognosis. A series of 
1,640 lymph nodes were examined microscopically 
in the Tata Memorial Hospital, Bombay, between 
1941 and 1957 in patients who were admitted with 
a clinical diagnosis of primary malignant neoplasm 
of the lymph node. This was confirmed by histologi- 
cal examination in only 25% of the patients. Of 
these 11% were children under 14 years of age. A 
total of 208 cases of Hodgkin’s disease were re- 
corded in the laboratories of this hospital in the 
same period, of which 50 were in patients under 14 
years of age. The final diagnosis in every case was 
made by histological examination. The youngest pa- 
tient in this series of 50 was 4 years old, most cases 
being found in children aged from 9 to 13 years (in 
adults the largest number was seen in the age group 
21 to 30 years). 

The preponderance in boys was remarkable (48 
of the 50). The lymphatic enlargement was pain- 
less. Clinically the three types of involvement seen 
were cervical adenopathy, combined cervical and 
inguinal adenopathy, and generalized adenopathy. 
Axillary or inguinal lymph nodes alone were rarely 
involved. The common complaints besides swelling 
of lymph nodes were weakness, fatigue, loss of 
weight, and fever. The average duration of symp- 
toms before hospitalization was nine months. The 
spleen was palpable in 32% of the patients and the 
liver in 18%, but none had jaundice. Almost all 
patients showed a steadily progressive hypochromic 
anemia; 56.6% had a leukocyte count above 8,000 
per cubic millimeter. Eosinophilia (5% or more) 
was found in only 26% of the patients. A marked 
preponderance of Hodgkin’s sarcoma was found in 
children compared to adults, the incidence being 
12% in children and 5.6% in adults. 


Statistical Survey of Tuberculosis.—S. D. Soman 
(Journal of the Association of Medical Women in 
India, vol. 47, February, 1959) stated that of more 
than 80 million persons in India who were tested 
with tuberculin 45% gave positive reactions, while 
the infection rate per year was 5%. Thus more than 
half of the population may still be infected. The 
percentage of positive tuberculin reactions was 
higher in large towns than in villages, and this dif- 
ference was more obvious in children under the 
age of 6 years. The rate of positive reactions in 
small towns and villages approximated that of large 
towns in persons between the ages of 15 and 25 
years. Antenatal roentgenograms of 173 women 
showed that 29 had evidence of infection—a higher 
percentage than that obtained by tuberculin test- 
ing. Roentgenograms of strongly positive tuberculin 
reactors and their contacts showed positive findings 
in 13% of the males as compared to 17% of the 
females. 

In persons between the ages of 10 and 30 years 
the morbidity in males was 11% and in females 19%. 
The total mortality was higher in males than in fe- 
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males, and the death rate from tuberculosis in dif- 
ferent age groups showed a constant variation as 
seen from curves plotted for the years 1900, 1932, 
and 1940. The total death rate was reduced over 
this period, however, thus showing that some con- 
stant factor is probably responsible for maintaining 
this peculiar distribution of mortality in different 
age groups. The death rate in boys and girls up to 
the age of puberty showed little difference, but 
after that age the female death rate rose above 
that for males and remained at a higher level for 
some time, then came down to a level below that 
of the males and remained at a lower level until 
old age, when they again became nearly equal. 

In women of childbearing age the death rate 
rose sharply, with a peak between the ages of 20 
and 30 years. An abrupt rise in the death rate from 
tuberculosis after childhood and coinciding with the 
onset of puberty was also noticed, and this rise oc- 
curred earlier in the females than in the males. 
Childbearing is generally supposed to be hazardous 
for the tuberculous woman and labor to have a de- 
leterious effect on tuberculosis. If all the deaths due 
to tuberculosis in young women that were associat- 
ed with pregnancy within a year of the onset of 
symptoms were subtracted from the total deaths 
due to tuberculosis in this age period, the difference 
between the death rates in young men and women 
would be far less conspicuous. Thus childbearing 
constitutes a sex-determined potential hazard, ne- 
cessitating control of the activity of the disease even 
before conception occurs. Therapy alone is not 
enough to reduce the death rate in women of child- 
bearing age. 


Lymphogranuloma Venereum.—N. Krishnamurthi 
(Antiseptic, vol. 56, March, 1959) treated 10 pa- 
tients who had lymphogranuloma venereum with 
sulfamethoxypyridazine. Patients with buboes at- 
tending the venereal disease clinic with no apparent 
sores and a positive result of the Frei test were 
selected for this trial. The dosage schedule was one 
tablet twice a day on the first day and one tablet 
daily for five or six days, a total dosage of seven or 
eight tablets per patient. All the patients were men 
between 20 and 30 years of age and all had unilat- 
eral buboes. The duration of the inguinal swelling 
varied from one to four weeks. Only one patient 
had fever with urticarial rash all over his body. 
As a result of treatment pain and tenderness over 
the bubo subsided within 48 to 72 hours of starting 
therapy with the drug. In six patients the buboes 
disappeared completely while in the rest they be- 
came fluctuant and were aspirated. No residual bu- 
boes were seen in any patient. The one with fever 
and rash responded with complete disappearance 
of both within 48 hours, while the pain and tender- 
ness over the bubo remained for another two days. 
This swelling disappeared completely at the end of 
18 days. Patients were followed up for one to four 
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months. No recurrence was seen in any of them but 
one patient came back six weeks after the trial with 
proctitis, for which no cause could be detected. No 
untoward side-reactions were observed during the 
trial. 


Medical Women in the National Plan.—B. Men- 
donca (Journal of the Association of Medical Wom- 
en in India, vol. 47, February, 1959) stated that 
antenatal and postnatal care, safe delivery, and 
proper guidance in the rearing of children cannot 
be properly handled unless there is a sufficient num- 
ber of women in health-related fields. There are 
about 650 qualified dentists in India—only a frac- 
tion of the total requirement. As the pregnant wom- 
an and the toddler need both preventive and cura- 
tive dental treatment, it has been decided to train 
women as dentists and dental technicians. There is 
also a marked shortage of nurses, health visitors, 
midwives, and other ancillary personnel. The pres- 
ence of more women doctors in villages will help to 
reduce infant and maternal mortality. About 300 
urban and 2,000 rural clinics for family planning 
will be set up where women doctors can render 
an important service. The woman doctor can also 
give proper guidance regarding the dietary needs 
of children and adults. 


Vasectomy.—H. S. Lakhtakia (Journal of the Indian 
Medical Association, vol. 32, March 1, 1959) per- 
formed vasectomy for the purpose of sterilization on 
100 men during a period of one year. Most men 
operated on were in the age group 41 to 50, but a 
few were between 21 and 30 years of age. Most of 
them belonged to the middle class and had up to 
six children. Only one with but two children sub- 
mitted to the operation. No psychological disturb- 
ance was observed after the operation. Four de- 
veloped fever, and wound infection occurred in 
seven in the postoperative period. P. S. Jhaver and 
co-workers reviewed another series of 682 vasec- 
tomies. In their series 14 men proved sensitive to 
local anesthetics; 3 complained of sexual debility 
after the operation, but this was relieved by psycho- 
therapy. Hemorrhage and gangrene of the testis 
occurred in two; hematoma of the scrotum in seven; 
and scrotal abscess in three. 


Planned Parenthood.—The sixth International Con- 
ference on Planned Parenthood was held in New 
Delhi in February. An appeal was made to the 
United Nations Human Rights Commission to in- 
clude in the Declaration of Human Rights the right 
of voluntary parenthood and freedom to obtain 
family-planning education as a basic human need. 
The conference urged the food and agricultural 
organizations of its member nations to combine 
their efforts to increase food production with pro- 
grams for planned parenthood. It appealed to the 
World Health Organization to include contraceptive 
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information as an integral part of its health pro- 
grams. The conference stated in its resolution that, 
while the WHO had rendered outstanding service 
in improving human health and reducing the death 
rate, it had made no corresponding effort to educate 
people in limiting the size of their families. It asked 
the Economic and Social Council of the United 
Nations to consider measures of planned parent- 
hood as a major means of improving living 
standards. 


Intestinal Amebiasis.—S. P. Mehta and co-workers 
(Journal of the Indian Medical Association, vol. 32, 
March 1, 1959) treated adults who had acute, 
subacute, and chronic amebiasis with 0.5-Gm. tab- 
lets of 
phenone (compound 1), 0.25-Gm. tablets of N-( p- 
oxyethyl)-N-[p-phenoxy (1’-nitro)-benzyl]-dichlor- 
oacetamide (compound 2), and 0.1-Gm. tablets 
of N-(8-ethoxyethyl)N-[p-phenoxy (4’ nitro)-benzy]]- 
dichloroacetamide (compound 3). The dosage of 
each was two tablets three times a day for 10 days. 
Proctoscopy was performed on all patients before 
treatment and rectal swabs were collected for study. 
After 10 days of therapy stools were examined daily 
for a week. The patient was considered cured if 
the stools remained free of ameba throughout the 
week. Compound 1 was given to 11 patients the 
duration of whose illness was one to five years. One 
had hepatic involvement. Eight were cured after 
treatment with this drug, a 72% rate of cure. Com- 
pound 2 was given to 22 patients the duration of 
whose illness was 1 to 10 years. Three had hepatic 
involvement. Seventeen were cured, a rate of about 
77%. Compound 3 was given to six patients the 
duration of whose illness was one to three years. 
Only two received the full course of treatment, so 
the results were inconclusive; three patients who 
received the drug for a week were cured. No toxic 
effects were noticed in any of the patients undergo- 
ing the clinical trial with the three new compounds. 


UNITED KINGDOM 


Scotland’s Health._The annual report of the De- 
partment of Health for Scotland stated that the 
general trend of Scotland’s health continued to be 
favorable, but, as in England and Wales, the rising 
incidence of lung cancer and coronary atheroscle- 
rosis caused alarm. The incidence of and mortality 
from chronic bronchitis were high. This was at- 
tributed to the climate and to the increasing in- 
dustrialization of Scotland. Men over the age of 
45 were the only group of the population with a 
rising death rate, due almost entirely to lung can- 
cer, bronchitis, and heart disease. The infant mor- 
tality of 27.7 per 1,000 births was the lowest on 
record. In Glasgow, which is heavily industrialized, 
it was 35. It was suggested that one way of re- 
ducing this and of improving health generally 
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would be to decentralize the population from the 
industrial urban areas. There were about 20,800 
patients in mental hospitals, or about 1 in 240 of 
the population; 75% of these were compulsorily 
detained in the first case, 17,370 have been hos- 
pitalized for more than a year, 13,551 longer than 
5 years, and 7,376 for more than 15 years. 


Medical Aspects of Polar Exploration.—The medical 
and physiological aspects of the Fuchs-Hilary Com- 
monwealth Trans-Antarctic expedition were dis- 
cussed by Goldsmith, who accompanied the expe- 
dition as medical officer and physiologist (Lancet 
1:741, 1959). The advance party of eight, whose 
work it was to prepare a base and make the sci- 
entific observations, lived in an unusually primitive 
fashion and were exposed to cold stress as severe 
as that ever experienced by man. They suffered 
from no serious illnesses, nor was there any sign 
that the rigorous life they endured left any per- 
manent ill-effects. They were subjected to severe 
physical strain, as snow and ice had to be moved 
and temporary buildings erected under conditions 
of severe cold. 

At first a temperature of —30 C and a wind of 
20 knots was a signal to seek shelter, but they soon 
became acclimatized and were able to work in 
temperatures of —45 C. No difficulty was experi- 
enced in breathing, nor was there any evidence of 
pulmonary damage at these low temperatures. The 
men were able to work with their bare hands, 
handling heavy metal parts and servicing engines 
at —36 C, although even simple jobs took five or 
six times as long as in normal surroundings. For 
nine months the men lived in a crate 20 ft. long, 
9 ft. high, and 7.5 ft. wide, the temperature of 
which rarely rose above 7 C. Ventilation was a 
problem, and there was evidence that the fumes 
from the paraffin heaters caused mild chronic 
carbon monoxide intoxication, manifested by head- 
aches, nausea, vomiting, and conjunctivitis. If fresh 
air was let in the living conditions were too cold. 

Food, which was canned or dehydrated, was 
described as nutritionally adequate but uninter- 
esting. All took turns at cooking, an oil drum being 
improvised as an oven. Body weight fell or re- 
mained steady and body fat thickness measure- 
ments showed little change. Clothes consisted of 
layers of normal clothing with outer windproof 
coverings. There were no facilities for washing 
clothes. Cold hands and feet were due to unevapo- 
rated perspiration. As the men became acclimatized 
they wore less clothing. They slept fully clothed 
in tents, which were unheated except on going to 
bed and getting up. 

Although much medical equipment was taken 
little of it was needed. Minor degrees of frostbite 
were never troublesome. Cuts, abrasions, and cracks 
of the fingerpads and hands took a long time to 
heal. For the first few months some of the men 
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suffered from aching pains, stiffness, and swelling 
in the finger joints, which was worst in the morn- 
ing and improved as the day went on. Infections 
of any kind were rare. Sore throat and loss of voice 
occurred in the early part of the winter, but this 
did not seem to be infectious as there was no 
malaise or pyrexia and was probably due to the 
drying effect of cold air. There were no cases of 
common cold. One case of acute peptic ulcer 
occurred. It was difficult to provide bed rest in a 
tent at —30 C for this man, and the nearest thing 
to a light diet available was canned herrings in 
tomato sauce. Because there were a number of 
cases of severe indigestion, antacids were the most 
frequently used medicaments. Accidents were rare 
and in the whole year only one man-day was lost 
from this cause. There was some evidence that 
dental fillings deteriorated in the cold and that 
dental caries continued as fast as if not faster than 
in temperate climates. 


Neurogenic Arthropathy After Administration of 
Hydrocortisone.—The intra-articular injection of 
hydrocortisone acetate for the treatment of ar- 
thritis has been widely accepted for about eight 
years. Most reports stress the subjective benefit, 
including freedom from pain, and the few side- 
effects, which occur in only about 2% of patients. 
There has been no suggestion that repeated intra- 
articular injections of hydrocortisone could seri- 
ously aggravate the arthritis, yet this might be 
expected as a result of the relief from pain. Pain 
is a protective mechanism, and its relief might 
well encourage excessive weight-bearing and mo- 
bility, thereby accelerating destruction of the in- 
terior of the joint. Chandler and co-workers ob- 
served this in 10 of 18 patients with arthritic pain 
who had prolonged treatment by intra-articular 
injections of hydrocortisone (Brit. M. J. 1:952, 
1959). In one patient with osteoarthritis a neuro- 
genic arthropathy developed in a hip joint after 
he had weekly injections for a year, during which 
900 mg. of hydrocortisone was administered. Ex- 
amination after this time showed an extremely 
mobile painless joint, which on radiography showed 
gross destruction of the femoral head and the roof 
of the acetabulum. There was no evidence of 
neurological disease or syphilis as in the usual 
patient with neurogenic arthropathy. Rheumatoid 
arthritis, tuberculosis, and other infectious proc- 
esses were excluded. The repeated injection of 
hydrocortisone into a joint is regarded as poten- 
tially dangerous. It should be done only under 
areful radiologic supervision. 


Hypothermia for Cardiac Surgery.—Visual intra- 
cardiac surgery can be performed with the use of 
either hypothermia or a pump oxygenator. A com- 
bination of the two has been used experimentally. 
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Hypothermia, by lowering the body’s oxygen re- 
quirements, lessens the demand on the pump oxy- 
genator during cardiopulmonary bypass; it is thus 
possible to simplify the machine and use less donor 
blood to prime the extracorporeal circulation, but 
it has been usual to limit cooling to about 29 C 
(84 F) because of the fear of irreversible ventricu- 
lar fibrillation at lower temperatures. Drew and 
co-workers showed that it was possible with an 
extracorporeal blood circuit to cool dogs to 10 C 
(50 F) and to produce complete cardiac arrest 
for 30 minutes without damage (Lancet 1:745, 
1959). They extended the technique for use in 
cardiac operations on human beings (Lancet 1:748, 
1959). They used a simplified circuit, omitting an 
artificial oxygenator, with two blood pumps direct- 
ing most of the systemic and pulmonary venous 
streams from the atria into reservoirs from which 
the blood was pumped into the aorta and pulmo- 
nary artery respectively. 

The patient’s own lungs were thus used for their 
normal function of oxygenation. The temperature 
of the patient was reduced to 15 C (59 F) by 
passing the blood through a heat exchanger sur- 
rounded by a mixture of methyl alcohol and solid 
carbon dioxide. When this was achieved the pump 
circulations were stopped so that the surgeon had 
about 45 minutes to operate on the empty heart 
without any serious risk. Most intracardiac pro- 
cedures can be completed within this time. At the 
end of the operation the blood was rewarmed by 
water at 40 to 44 C (104 to 111 F) in the heat 
exchanger. 

The advantages of this technique are that the 
blood itself acts as a refrigerant, no external cool- 
ing of the body being necessary; there is no hemoly- 
sis as there is with the heart-lung machine; there 
is no plasma-electrolyte disturbance; and there have 
been no postoperative lung complications. With the 
pump used only for cooling and rewarming and 
not during the operation the duration of the heart 
bypass is kept down to a reasonable period, and 
this reduces the risk of hemolysis. The author con- 
sidered that there was no reason why cooling 
should not be carried below 15 C in man. He has 
cooled dogs to 8 C (46 F) and rewarmed them 
without harm. Three children with congenital intra- 
cardiac lesions were operated on by the new tech- 
nique. The first died from heart block after partial 
correction of a persistent atrioventricular canal 
which was virtually inoperable. After total circula- 
tory arrest for 46 minutes the child appeared to 
be recovering. The other two children survived. 
One had right atriotomy and ventriculotomy for 
obliteration of an atrial and ventricular septal 
defect, and the other had a repair of a ventricular 
septal defect. Ventricular fibrillation did not occur, 
and there were no significant biochemical upsets 
and no evidence of neurological or other damage. 
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CORRESPONDENCE 


OPEN-HEART SURGERY 


To the Editor:—I was disturbed by some statements 
made by Henderson and associates in THE JouR- 
NAL, May 2, pages 28-32, relating to the need for 
physiological monitors during open-heart surgery. 
When one undertakes surgical bypass of the heart 
and lungs for open-heart operations, thus eliminat- 
ing the vitally normal functions of the heart and 
lungs, good sense dictates that we know how 
effectively we have substituted the man-made for 
the God-made machinery. Without such knowledge 
anything we do to maintain a status quo as close 
to normal as possible becomes purely empirical. In 
such situations mistakes can be made over and over 
again without our knowing why. 

For example, there is the simple matter of how 
well the blood is being oxygenated. How does one 
know this unless it is being measured? Studies in- 
dicate that even with experienced observers cyano- 
sis cannot be reliably detected until the oxygen 
saturation has fallen to 80% of normal. Is it possible 
that oxygen lack is of no consequence, or can we 
assume that if the oxygenator functions at a certain 
speed everything is all right? Anyone who has op- 
erated a pump oxygenator knows that this is not so. 
There is no substitute for making accurate measure- 
ments. The same might be said for cardiac rhythm, 
carbon dioxide blood levels, arterial pressure, vari- 
ous other pressures, body temperature, the temper- 
ature of the oxygenator, and brain wave activity. 
There is no reason for ignoring these physiological 
parameters. 

I agree with Dr. Henderson that simplicity 
should be the governing rule and that the prime 
interest of the team is the swiftest and safest route, 
but simplicity cannot be unerringly equated with 
safety. We must make those measurements that 
are necessary to assure safety. A few years ago at 
one well-known clinic about a dozen physiological 
variables were being monitored during open-heart 
surgery. Today, this number has been reduced be- 
cause experience with an extremely complicated 
electronically controlled pump oxygenator has 
shown its reliability. In the average patient on 
whom the pump oxygenator is used today, no such 
control is available, and to do an intelligent job we 
have to measure several physiological variables. 

I cannot agree, therefore, with Dr. Henderson. 
It would be dangerously misleading to tell people 
who may be unfamiliar with the heart-lung bypass 
that monitoring appliances serve to confuse unini- 


tiated minds. Rather we might advocate that the 
uninitiated learn to use these monitoring devices 
intelligently for a better understanding of what is 
taking place during the procedure. 


SeyMourR Scuotz, M.D. 
51 N. 39th St. 
Philadelphia 4. 


HAZARDS OF PLASTIC BAGS 


To the Editor:—In Tue Journat, April 25, page 
2021, there is a note concerning the hazards of dis- 
carded plastic garment bags. I suggest that the 
plastic bag manufacturers be required to print in 
large letters a statement about the hazards of the 
bags and a request for their safe disposal. 


A. A. SHAPER, M.D. 
2941 Yorkshire Blvd. 
Louisville 5, Ky. 


Norte: A follow-up of the item referred to ap- 
pears in this issue under Medicine at Work.—Eb. 


IODINE IN NAIL POLISHES 


To the Editor:—It has come to my attention that 
certain nail polishes contain inorganic iodine or 
compounds containing iodides. Those physicians 
who use radioactive iodine studies in thyroid eval- 
uation should be alerted for this possible contam- 
inant. Several patients seen recently apparently ab- 
sorbed enough iodine to elevate the protein-bound 
iodine level as well as depress the thyroid uptake. 
Recognition of this in tabulating the results of lab- 
oratory studies is important. I am not aware that 
this information is generally appreciated by mem- 
bers of the medical profession. 


Hersert C. ALLEN Jr., M.D. 
6516 Bertner Blvd. 
Houston 25, Texas. 


CARDS SUGGESTED ON DISCHARGE 
FROM HOSPITAL 


To the Editor:—Physicians frequently treat patients 
who come from various parts of the country. Many 
of these patients have previously undergone oper- 
ations and often they will be indefinite as to the 
kind and date of the operation, the name of the 
surgeon, or the location of the hospital where the 
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operation was performed. Yet many times it is most 
important to know as soon as possible the nature of 
the previous operation. For instance, the patient 
may state that she had an operation on “a tube and 
ovary” or for a “false pregnancy.” The physician 
may want to know which ovary was operated on, 
whether it was resected or fully removed, and 
whether an appendectomy was performed at the 
time. The answers to.such questions and others may 
be important guides toward a correct diagnosis. 
Under present circumstances it is often impossi- 
ble to get that information, and even if the patient 
should know the date and place of the operation it 
might take weeks before such information could be 
obtained from a hospital in a distant city. To ob- 
viate this difficulty I would suggest that hospitals 
be requested to furnish each patient on discharge 
with a card stating the nature and date of the oper- 
ation performed. In these days of cards, one more 
should not prove too burdensome to the average 
person, especially when such a card may be of 
great help in some future medical emergency. 


Simon Bropy, M.D. 
642 Eastern Pkwy. 
Brooklyn 13. 


DISAPPEARANCE OF METASTASES 


To the Editor:—The paper by Kessel in Tue Jour- 
NAL (169:1737-1739 [April 11] 1959) on spontan- 
eous disappearance of pulmonary metastases from 
a clear-cell renal carcinoma was of great interest, 
but I was troubled to note that the presumed 
metastases had not been so proved by thoracotomy, 
biopsy, and microscopic examination. The x-ray 
appearance was admittedly suggestive of this type 
of tumor, but without ultimate proof, one cannot 
accept this report. This is doubly regrettable be- 
cause of its great interest and importance. If Dr. 
Kessel has additional information on this point, he 
should let us know. 


MeEtvIN HersHkowirz, M.D. 
49 W. 12th St. 
New York 11. 


To the Editor:—The appearance of the lesions in 
the roentgenograms was so characteristic for pul- 
monary metastases (rounded and sharply limited, 
almost homogeneous, large in size and few in num- 
ber, and growing rapidly in a patient who lost 
much weight in a short time) that they were read 
as metastatic in nature even before the primary 
tumor was found. When a nephrectomy was per- 
formed and an adenocarcinoma was found, the 
diagnosis of metastases became definite. Many 
statements appear in the literature about the value 
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of roentgenograms in the diagnosis of pulmonary 
metastases. Rigler, in “Outline of Roentgen Diag- 
nosis” (Philadelphia, J. B. Lippincott Company, 
1954, p. 93), wrote that in almost all cases the 
diagnosis of pulmonary metastases can be definitely 
made by this means alone, as the lesions, even in 
their early stages, are very characteristic. In “The 
Chest and the Heart” (edited by Myers and Mc- 
Kinlay, Springfield, Ill., Charles C Thomas, Publish- 
er, 1948, vol. 1, p. 370), it is stated that the presence 
of multiple spheric tumors in one or both lungs, 
seen in the x-ray film, almost always means neo- 
plastic metastases. Hinshaw and Garland, in “Dis- 
eases of the Chest” (Philadelphia, W. B. Saunders 
Company, 1956, p. 351), stated that pulmonary 
metastases should rarely be diagnosed with finality 
from roentgenograms of the chest unless a primary 
malignant tumor is known to exist. 

In the case presented in my paper the character- 
istic roentgenograms and the primary tumor, an 
adenocarcinoma with metastases to the abdominal 
lymph nodes, were present. The disappearance of 
the metastases after nephrectomy without any 
treatment would be an additional proof that the 
existence of these lesions was connected with the 
presence of the adenocarcinoma. Even if we would 
like to accept in this case the possibility of any 
pulmonary disease other than metastatic, it would 
be almost impossible to find a disease which could 
produce symptoms and findings as in the presented 
“ase. 

The disappearance of the metastases as shown 
in the roentgenograms of the chest was also not 
proved by thoracotomy, biopsy, and microscopic 
examination. It is understandable that nobody 
would perform such an operation on a healthy 
person only to prove that something does not exist, 
but even if it were done, a negative result would 
not prove anything. The complete recovery of my 
patient and the fact that the chest x-rays remained 
clear for many months after nephrectomy would 
make it highly probable that the metastases dis- 
appeared completely. 

In such cases the problems of how frequently the 
pulmonary metastases disappear after nephrecto- 
my, whether they disappear completely or only 
regress to the point where they become invisible in 
the roentgenogram, whether metastases to organs 
other than the lungs also disappear after the ne- 
phrectomy, and whether specific antibodies can be 
found in patients in whom the metastases disap- 
peared spontaneously are still unsolved. These 
problems need further investigation, as until now 
few such cases have been reported. 


Leizor Kesse., M.D. 
State Veterans Hospital 
Rocky Hill, Conn. 
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Electrocardiographically Recorded Changes in 
Cardiac Activity During Catheterization of the 
Right Heart and the Pulmonary Artery. M. V. Mur- 
aviev, P. M. Zlochevsky and G. V. Gromova. Ter- 
apev. Arkh. 31:22-29 (no. 2) 1959 (In Russian) 
[Moscow]. 


The authors studied electrocardiographic changes 
in 50 patients with diseases of the heart and lungs 
during catheterization of the right heart and the 
pulmonary artery. They noted transitory disorders 
of the rhythm and conductivity in 56% of the cases. 
These consisted of single or group extrasystoles, 
paroxysmal tachycardia, atrioventricular dissocia- 
tion, etc. The rhythm changes were intimately 
related to the mechanical irritation of the endocar- 
dium by the catheter tip and much less so to the de- 
gree of the heart disease. They were transitory in 
character and disappeared as the catheter was moved 
or withdrawn. Good tolerance of cardiac catheteri- 
zation proves its relative safety and gives no grounds 
to consider such disorders of the rhythm and con- 
ductivity as complications. 


The Significance of Serum Transaminases in the De- 
tection and Prognosis of Myocardial Infarction. K. 
Bobek, V. Carlicek and V. Lan. Terapev. Arkh. 
31:54-60 (no. 2) 1959 (In Russian) [Moscow]. 


The activity of glutamic oxalacetic transaminase 
(GO-T) was investigated in 100 patients suspected 
of having a fresh myocardial infarction. In 41 pa- 
tients the diagnosis of infarction had been made 
electrocardiographically; in 13 it had been made 
clinically with the aid of the usual laboratory tests; 
in 26 there was stenocardia without definite diag- 
nosis of infarction; in 20 pains were caused not by the 
disease of the myocardium but by some other illness 
(embolism of the pulmonary artery, bronchopneu- 
monia, rheumatic carditis, necrosis of the pancreas, 
etc.). In 54 patients with fresh myocardial infare- 
tion, 51 had their GO-T activity tested in appropri- 
ate time limits, and it was considerably increased 
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(205 units on the average) in all. Patients with steno- 
cardia had normal enzyme levels. Increased GO-T 
level was seen not only in patients with myocardial 
infarction but also in those with pulmonary infarc- 
tion, rheumatic carditis, and acute pancreatic ne- 
crosis. In 9 patients with myocardial infarction 
whose GO-T activity exceeded 300 units, there were 
3 deaths, and 4 cases ran a severe course. In 27 
patients whose enzyme level varied between 100 
and 300 units, the disease ran a milder course, and 
there was only one death. Of 15 patients whose 
GO-T activity was below 100 units, none died, and 
all had a very light form of the disease. 


Rickettsioses and Cardiovascular Affections: On the 
Basis of 27 Cases. P. Michon, P. Giroud, L. Mathieu 
and others. Bull. et mém. Soc. méd. hép. Paris 
75:23-32 (no. 1-2) 1959 (In French) [Paris]. 


A systematic search for rickettsioses by the micro- 
agglutination technique in patients with cardiac dis- 
eases of almost all kinds, arterial, arteriolar, or 
venous, the origin of which was not immediately evi- 
dent, revealed a surprisingly large number of posi- 
tive serologic findings. The patients studied were 
drawn from 2 services of general medicine and 1 of 
cardiology. They consisted essentially of men, al- 
though the statistics are somewhat misleading in 
this respect because one of the services was mili- 
tary. Almost all the patients were young, with no 
signs of atheroma. A history of residence in regions 
in which typhus is traditionally endemic was often 
given, but some of the subjects had never been out 
of France. Several factors (tobacco, frostbite, fa- 
tigue, privation) often seemed to be intermingled. 
The causative Rickettsia organisms were of various 
types, with a slight preponderance of the epidemic 
and murine forms. Several varieties sometimes 
seemed to be involved in the same person (even 
after elimination of the coagglutinations). The ag- 
glutination levels were highly variable; in general, 
the most elevated levels were seen in the youngest 
subjects. The agglutination level is probably the 
higher the closer the rickettsial primo-infection (or 
primo-infestation). Treatment with antibiotics, ex- 
cept in 2 cases, was generally of little effect. 

The frequency with which positive findings were 
obtained in these patients suggests that the possi- 
bility of rickettsioses should always be considered 
in the diagnosis of an apparently primary cardiovas- 
cular process. Several facts support this opinion. 
These are (1) the historic parallelism between Brill’s 
disease and Buerger’s disease, the geographical dis- 
tribution of thromboangiitis and zones of endemic 
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typhus (the significance of which is denied by some 
authors), and the frequency of arteritis and primary 
endocarditis after the world wars and its con- 
nection with typhus; (2) the well-known occurrence 
of early cardiovascular complications in the course 
of rickettsial diseases; and (3) late vascular compli- 
cations, Biological reactions that reveal, directly or 
indirectly, the responsibility of the Rickettsia or- 
ganisms in cardiovascular disease can often be ob- 
tained in the absence of evocative clinical findings. 
The angiotropic character of both the major and 
the minor rickettsioses must be emphasized. Fraen- 
kel’s nodule, the basic lesion of historic typhus, is 
formed by a thrombosing endovascularitis with 
perivascularitis, affecting chiefly the arterioles but 
also the arteries, and swarming with Rickettsia or- 
ganisms. Modern data on the rickettsial cycle and 
immunity serve to explain the fact that the vascular 
processes attributable to Rickettsia organisms often 
appear long after the primary infection. The resur- 
gence is analogous to that found in Brill’s disease; 
the association of various factors and the reaction of 
the terrain account for the general and vascu- 
lar reactions responsible for the many clinical forms 
assumed by cardiovascular disease of rickettsial 
origin. 


Cycloserine in Cases of Recent Exudative Tubercu- 
losis Not Previously Treated with Chemoantibiotics. 
B. Mariani. Riv. pat. e clin. tuberc. 31:549-571 
(Nov.-Dec.) 1958 (In Italian) [Bologna, Italy]. 


The author reports on the effect of cycloserine in 
4 patients, 2 men and 2 women, ranging in age from 
25 to 63 years, with recent exudative tuberculosis. 
The patients had not been treated previously with 
chemoantibiotics except the 4th one who had re- 
ceived small doses of streptomycin and isoniazid but 
had not benefited from either of them. The general 
condition of the latter patient improved (although 
only temporarily) as soon as treatment with cyclo- 
serine was begun; the body weight increased, the 
lesions regressed, and Koch’s test became negative. 
In the remaining 3 patients cycloserine therapy 
brought about a rapid and marked improvement in 
the general condition; cough regressed and disap- 
peared, temperature dropped, and expectoration di- 
minished and eventually ceased; Koch's test became 
negative within 2 months, and other laboratory tests 
gave normal results in a short period of time. Two 
of the patients recovered, and the third improved 
so markedly that he was well on the way to recov- 
ery. 

The administration of cycloserine had no serious 
side-effects. With the exception of a temporary diz- 
ziness which was observed at the beginning of the 
treatment, the only side-effect was an attack of 
epilepsy, which occurred once in the 3rd patient. 
The effect of cycloserine on the objective symptoms 
was similar to that obtained with the combined 
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treatment with isoniazid and streptomycin. The re- 
gression of the roentgenologic signs was marked, 
fast, and total in the first 2 patients, slow but marked 
in the 3rd, and poor in the 4th. The author believes 
that cycloserine, which up to this time has been used 
widely in the treatment of chronic tuberculosis, is 
also useful in the treatment of recent exudative tu- 
berculosis. This is especially true if cycloserine is 
combined with other drugs, such as isoniazid, which 
would help to stabilize its good effect and avoid 
relapses. 


Pleural Effusions of Viral Origin: On the Basis of 45 
Cases. P. Michon, J. Niviére, A. Lercan and others. 
Bull. et mém. Soc. méd. hép. Paris 75:33-42 (no. 1-2) 
1959 (In French) [Paris]. 


Pleural effusions of viral origin may be divided 
into 2 groups—those accompanying pulmonary dis- 
ease due to a virus infection, and those that may 
be called autonomous because they appear alone 
and are not attributable to any of the standard 
causes. The term “autonomous” is not strictly ac- 
curate, because it cannnot be definitely stated that 
there is no discrete underlying involvement of the 
parenchyma. Study of 175 patients with acute pul- 
monary disease seen at the hépital militaire Sédillot 
during the winters of 1956-1957 and 1957-1958 
showed that 35 (20%) had pleural involvement ac- 
companying pulmonary disease of viral origin. Most 
of these pleural reactions were attributable to sero- 
logically confirmed influenza; those in which proof 
of origin was not obtained occurred in patients be- 
longing to the same units, so that there were every 
reason to believe that the pleurisy was influenza] 
(virus A, Asiatic strain). Clinically, the effusions may 
appear early (the commonest type) or late (only 2 
cases in this series). They may be caused by any of 
the known viruses responsible for acute pulmonary 
disease. The viruses of influenza are naturally those 
found most often, but patients with ornithosis-psit- 
tacosis and rickettsiosis may exhibit pleural involve- 
ment and cases due to the adenopharyngoconjunc- 
tival (APC) viruses have also been observed. 

Autonomous pleural effusions for which a viral 
origin has either been proved or is suspected are 
infrequent. The clinical picture is often atypical. 
The onset is generally insidious but may at times be 
abrupt. At the height of the disease, the general 
signs are dominated by a temperature of 38 to 38.5 
C (100.4 to 101.4 F) and by asthenia, often marked. 
The functional symptoms consist of an intense stitch 
in the side and cough which, unlike the dry cough 
usually found in pleurisy, is often productive. Ra- 
diography confirms the existence of the effusion, 
but biological studies are needed to establish its 
viral origin. Autonomous pleurisy may be accom- 
panied by viral pericarditis or a variety of other 
manifestations of viral infection, e. g., the hematuric 
nephritis sometimes seen in patients with influenza. 
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Pleurisy due to viral infection must be distin- 
guished from that caused by tuberculosis, neo- 
plasms, allergic disorders, heart disease, or other less 
common conditions. Therapy includes the adminis- 
tration of anti-inflammatory drugs and especially 
antibiotics. Oxytetracycline given to the authors’ pa- 
tients in a dose of 1 Gm. daily produced a rapid im- 
provement in the general signs and functional symp- 
toms. The prognosis is always good; the effusions 
often disapear rapidly, and rediologic resolution is 
usually complete. 


The Natural History of Carcinoma of the Lung. 
G. L. Emerson, M. S. Emerson and C. E. Sherwood. 
J. Thoracic Surg. 37:291-304 (March) 1959 
[St. Louis]. 


In recent years diagnostic methods, such as bron- 
choscopy, cytology, biopsy studies of the scalene 
node, and thoracotomy, have proved helpful in 
diagnosing carcinoma of the lung earlier. However. 
since a significant change on the chest roentgeno- 
gram often precedes clinical symptoms, it was the 
aim of this study to gain new information about 
these early changes and to observe the alteration 
in such x-ray shadows with the passage of time. To 
this end the cases of more than 400 patients with 
pulmonary cancer seen at the Strong Memorial- 
Rochester Municipal hospitals, Rochester, N. Y., 
were reviewed. This report covers 360 proved cases, 
the majority having been diagnosed within the past 
15 years. Records were abstracted and information 
was solicited from surviving patients, families, phy- 
sicians, hospitals, and other institutions where 
roentgenograms may have been taken. Any past 
roentgenograms available were gathered and re- 
viewed in conjunction with later films made at the 
time of diagnosis of the patient’s carcinoma. A table 
presents a clinical analysis of 10 of the 360 patients 
(2.8%) who survived 5 years or more. Other tables 
record the average interval elapsing between the 
earliest roentgenographic evidence of the individ- 
ual’s cancer and the clinical or pathological diag- 
nosis. In reviewing earlier films, changes have been 
sought which could be correlated with the eventual, 
grosser evidence of the neoplasm. The types of 
change seen and their frequency are recorded in 
another table. 

The authors emphasize that an average interval 
of almost 7 months between the first symptom and 
the clinical diagnosis emphasizes the need for im- 
provement in cancer education of the public and 
the medical profession. Again, an interval between 
the observation of abnormal x-ray shadows and 
diagnosis of 4 months for all cases, or almost 16 
months for a smaller group, plays a prominent part 
in the delayed diagnosis of pulmonary cancer. Hilar, 
mediastinal, and large parenchymal masses, as well 
as gross atelectasis, produce roentgenographic shad- 
ows strongly suggesting carcinoma and are of seri- 
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ous prognostic import. Somewhat less obviously pro- 
duced by a cancer but to be viewed with a high 
degree of suspicion are obstructive pneumonitis, the 
small hilar nodule, localized emphysema, and thick- 
walled irregular abscesses. These carry a slightly 
less grave outlook, when diagnosed without delay. 
The isolated parenchymal nodule should be regard- 
ed as malignant until proved otherwise. The smaller 
the nodule, the less apt it is to have other associated 
roentgenographic changes, and the better is the 
prognosis. It is felt that the small persistent infiltra- 
tive density should be viewed with almost as much 
suspicion as the isolated nodule. It will most fre- 
quently be confused with a residual fibrous change 
from inflammatory disease, and the distinction, on 
pure roentgenographic grounds, is often impossible 
with a single film. As in the study of changes in the 
hilar region, the review of current films with any 
other previous films is of great aid in evaluating the 
parenchymal nodule and infiltrative density. 

The abnormal film which is read as normal is 
another factor in late diagnosis of carcinoma of 
the lung. This can happen to even the most ex- 
perienced, and the authors feel that double reading 
of films, particularly of normal films, would reduce 
this factor. About 44% of the patients in this series 
had no film taken prior to the time of diagnosis, or 
none was available. Yet, the changes present on 
admission films were such that many patients would 
have had positive roentgenograms if films had been 
taken during the preceding year. The general in- 
crease in mass surveys among persons over 40 years 
of age must be supported, and patients must be 
encouraged to obtain periodic x-ray studies of the 
chest along with physical examinations. The indi- 
vidual should be encouraged to have routine x-ray 
studies done at the same roentgenologic unit for 
better comparison follow-up. 


Investigations in Hepatolenticular Degeneration. 
M. Plooij, J. van der Meer and A. Kaag. Nederl. 
tijdschr. geneesk. 103:200-204 (Jan. 31) 1959 (In 
Dutch) [Amsterdam]. 


The authors describe observations on 2 siblings 
with hepatolenticular degeneration (Wilson's dis- 
ease). One of the 2, a girl, had been well until the 
age of 14 years, when speech became difficult and 
she complained of headaches. At age 17, hepa- 
tolenticular degeneration was diagnosed on the 
basis of a neurological examination, which revealed 
a constant grin, open mouth, coarse head tremors, 
intention tremors of the hands, monotone slow 
speech, Kayser-Fleischer ring of the cornea, poor 
psychological contact, and hepatic disturbances. 
The brother of this girl, who was 2 years older, was 
observed at a military hospital, where examination 
revealed enlargement of liver and spleen. When it 
was learned that the sister had hepatolenticular 
degeneration, a Kayser-Fleischer ring was discov- 
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ered in the brother, along with abnormalities in the 
urinary excretion of copper and of amino acids. On 
the basis of these and other symptoms, the youth's 
disorders were likewise recognized as manifesta- 
tions of hepatolenticular degeneration. 

Further studies were made on the function of the 
liver and on the copper and amino acid metabolisms, 
and particular attention was given to the effects 
achieved with various therapeutic measures. The 
effect of various drugs on the copper metabolism, 
such as dimercaprol, calcium edathamil (Ca-EDTA), 
and particularly penicillamine, was determined by 
means of balance tests. When penicillamine was 
administered by mouth in daily doses of 600 or 900 
mg., it greatly increased the urinary elimination of 
copper, and there was a noticeable reduction in 
tremor. The favorable effect of penicillamine on 
the elimination of copper was thus confirmed, and 
it is suggested that the early administration of peni- 
cillamine may inhibit the development and progres- 
sion of cerebral defects. It has not been determined 
whether it will be possible to exert a favorable in- 
fluence on the hepatic cirrhosis and on the amino 
acid metabolism. 


Intestinal Parasitism in a Rural Patient Population. 
J. J. Kirschenfeld. GP 19:93-97 (March) 1959 [Kan- 
sas City, Mo.]. 


Intestinal parasitism is still prevalent in rural 
areas in some parts of the South. In an attempt to 
determine its incidence in 228 patients who were 
seen routinely in an office practice in Alabama, the 
patients were supplied with 3 containers, each con- 
sisting of 2 small glass jars; one jar contained 5% 
formalin, the other polyvinyl alcohol fixative. Two 
series of fecal specimens were collected, the patient 
being advised to add a marble-sized piece of feces 
to each preservative and to emulsify thoroughly 
with the applicator sticks provided. A third speci- 
men was collected after a purge with sodium chlo- 
ride solution, about 10 cc. of the feces being added 
to each jar. These specimens were then mailed to 
the State Health Department Laboratory for exam- 
ination. The polyvinyl alcohol fixative contents 
were smeared on slides, then stained by a modified 
hematoxylin method. The formalinized feces were 
filtered through coarse gauze; ether was then 
added, and the tube centrifuged (Ritchie method). 
The Willis salt flotation method was also applied 
on some of the formalinized fecal specimens. The 
combination of these methods makes possible a 
complete, effective parasitological examination on 
specimens transmitted over long distances through 
the mail, regardless of temperature conditions or 
delay. 

Eighty (35%) of the 228 patients harbored para- 
sites; the infestation rate was slightly higher in 
white patients than in Negroes, with only slight 
differences by sex. Of the 80 patients with positive 
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feces, 40 (50%) harbored a single parasite, 21 har- 
bored 2, 9 harbored 3, and 10 had 4 or more para- 
sites in their feces. It is significant that 60% of the 
patients infested with multiple parasites were also 
infested with Endamoeba histolytica, which was 
found in 26 patients (11.4%). E. nana was present 
most often and was found in 35 patients (15.3%). 
Hookworm ova were found in 9.2% of the stools. 
Forty per cent of the symptomatic patients and 28% 
of the asymptomatic patients had positive feces. 
There was no correlation between the individual 
symptoms and the presence of parasites. The com- 
bination of diarrhea, abdominal discomfort, and 
anorexia produced the highest yield in positive 
feces. These findings showed that detection of in- 
testinal parasitism can be made a part of routine 
office practice. 


Nephrotic Syndrome with Bilateral Thrombosis of 
Renal Veins in Two Patients with Cardiac Disease. 
J. T. Balslgv. Ugesk. leger 121:197-200 (Feb. 5) 
1959 (In Danish) [Copenhagen]. 


In bilateral thrombosis of the renal veins, devel- 
opment may often be insidious and present the 
picture of a nephrotic syndrome with varying de- 
grees of renal insufficiency. A nephrotic syndrome 
developed in 2 elderly adipose patients with de- 
compensated heart disease, who had been treated 
with mercurial diuretics. Autopsy revealed bilateral 
thrombosis of the renal veins. The treatment with 
mercurial diuretics is thought to have been impor- 
tant in the development of the thrombosis. In a 
number of cases of this disorder, examination re- 
veals enlarged kidneys. Sometimes intravenous 
urography shows a picture as in cystic kidney. The 
diagnosis of bilateral thrombosis of the renal veins 
depends mainly on the exclusion of other causes 
of a nephrotic syndrome: heart constriction, intoxi- 
cation with heavy metals, diabetic nephropathy, 
amyloidosis, lupus erythematosus disseminatus, and 
glomerulonephritis in nephrotic stage. Renal biopsy 
will be helpful. Therapy is first and foremost anti- 
coagulation treatment, together with antibiotic 
treatment of complicating infections. The prognosis 
is unfavorable. Few patients with the disease have 
lived more than a few months after the symptoms 
set in. Death is due to renal insufficiency, infections, 
or other thromboembolic complications. 


Arterial Pressure in Healthy Older People. W. F. 
Anderson and N. R. Cowan. Clin. Sc. 18:103-117 
(Feb.) 1959 [London]. 


The authors studied the arterial pressure of 306 
men and 240 women who ranged in age from 60 to 
89 years. They were selected from 517 men and 503 
women on the basis of a complete clinical study 
which included ophthalmoscopic and rectal exami- 
nations with urinary analysis. A routine chest x-ray 
was taken, which for those over 70 years included 
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left lateral films of the chest, cervical spine, and 
skull. Weight and height were ascertained, and on 
the basis of a social history the persons selected 
were considered to be well adjusted and contented 
in their environment. 

The means, standard deviations, and coefficients 
of variation are presented for 5-year age groups. 
The regression of systolic blood pressure on age is 
represented by a simple parabolic function, and 
that of diastolic blood pressure on age by a straight 
line. Systolic and diastolic blood pressure means 
increase with age, and the increase is greater for 
the systolic. Women show higher mean values than 
men at all ages, but the differences between the 
means for corresponding ages are not significant in 
these data. The range of blood pressure in healthy 
older persons is wide, and systolic blood pressure 
readings in the highest age range (80-89 years) 
reach a figure of 220 mm. Hg for men and 230 
mm. for women. Irrespective of age, diastolic blood 
pressures of up to 104 mm. Hg for men and 108 
mm. for women are found. As people age, the 
average values for blood pressure increase, and this 
is particularly so for the systolic pressure. The blood 
pressure means of women are consistently higher 
than those of men. 


On the Frequency, Prognosis and the Early Diag- 
nosis of Periarteritis Nodosa. V. E. Liubomudrov. 
Terapev. Arkh. 31:50-54 (no. 2) 1959 (In Russian) 
[Moscow]. 


Periarteritis nodosa, as shown by the analysis of 
1,009 case histories from the medical literature and 
of 10 personal observations, still remains an im- 
perfectly known condition. In particular, its formes 
frustes have entirely escaped close study and have 
led to the generally accepted opinion in the litera- 
ture that the disease is accompanied by a consider- 
able mortality rate. On the contrary, analysis of a 
large number of case histories shows that periarteri- 
tis nodosa, correctly diagnosed during life, ends in 
recovery in the majority of cases. The initial and 
the favorably running forms of the condition have 
practically entirely escaped investigation. The 
author cites cases of early (including the ambula- 
tory) diagnosis of periarteritis nodosa. One ought 
always to think of this disease when a patient pre- 
sents general symptoms, along with the symptoms 
indicating lesions of a number of organs and 
systems. 


Lipid Nephrosis: Lines of Guidance for Steroid 
Treatment Based on Case with 6 Recurrences: Vari- 
ations in Serum Complement and 17-Ketosteroid 
Excretion. P. Hempel-Jérgensen. Ugesk. leger 
121:192-197 (Feb. 5) 1959 (In Danish) [Copenhagen]. 


In a case of lipid nephrosis in a boy, aged 7 years, 
there were 6 recurrences in less than 2 years. Cor- 
responding to the 7 proteinuria periods, 7 series of 
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treatment were applied, with 60 mg. of prednisone 
daily for the first 10 days, then with gradually re- 
duced dosage. In most cases the treatment lasted 
about 40 days. Every time during the prednisone 
treatment full remission set in around the 10th day 
of treatment, with complete cessation of proteinuria, 
increase in diuresis, loss of weight, disappearance 
of possible edemas, and reduction in sedimentation 
rate and serum cholesterol level together with in- 
creased serum protein. The serum complement, 
followed during one proteinuria period, showed 
subnormal values during the edema period, with 
rise to values above normal after remission, pre- 
sumably as the expression of the presence of an 
antigen-antibody reaction in the edematous phase 
and with rise after remission as a rebound phe- 
nomenon. The 17-ketosteroid excretion in the urine, 
which was followed regularly for a year during 3 
recurrences, showed characteristic increases in con- 
nection with these recurrences. The changes in the 
17-ketosteroid excretion cannot be explained. 


SURGERY 


Vertebral Traction in Cervico-Occipitalgia. J. Lever- 
nieux and J. Fossier. Semaine hép. Paris 35:559-564 


(Feb. 18) 1959 (In French) [Paris]. 


Cervico-occipital algia is pain, usually chronic, 
situated at the level of the neck. This pain, which 
may be either unilateral or bilateral, may radiate to 
a distance, toward the scapular, thoracic, or anterior 
cephalic regions, and is often accompanied by mul- 
tiple sensory disturbances. Traction on a mechanical 
table was used in treating 200 patients, most of 
whom were referred to the authors because they 
presented a cervical disk arthrosis. The mechanism 
of the table was so devised that the cervical seg- 
ment could be treated electively between an occipi- 
tomental and a scapular point of attachment. The 
speed of traction and the separation of the tractor- 
trolleys could also be controlled by the operator. 
Radiologic checks made before and after traction 
showed that, when the trolleys had a spread of 4 
cm., the muscles and ligaments were stretched. A 
separation of 7 cm. between the trolleys, on the 
other hand, resulted in enlargement of the inter- 
vertebral space by 1.5 mm. 

Three clinical types of the disorder were dis- 
tinguished on the basis of the clinical and radiologic 
findings: (1) cervico-occipital pain with or without 
radiation to the shoulder; (2) cervico-occipital pain 
with radiation to the front of the head; and (3) cer- 
vical pain with sensory disturbances. Traction act- 
ing solely on the muscles and ligaments relieved 
56% of the patients with pain of the first type. 
Traction resulting in an enlargement of the inter- 
vertebral space was effective in 60% of the cases in 
which pain of types 2 and 3 was present. These 
therapeutic results, if they can be validly used in 
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formulating an etiological theory, suggest that type 
1 pain which is not radicular or traumatic in origin 
is due to a musculotendinous inflammation, and that 
pain of the other 2 types is the result of irritation of 
the sympathetic fibers in the narrowed interverte- 
bral foramens. 


Electrocardiography in the Surgery of Mitral Dis- 
ease. Y. I. Rudiakov. Terapev. Arkh. 31:11-22 (no. 2) 
1959 (In Russian) [Moscow]. 


Electrocardiographic syndrome of hypertrophy 
of the right ventricle is a reliable diagnostic sign 
and can serve as an indirect indication of an in- 
creased resistance in the pulmonary circulation. 
The dependence of the latter on the degree of 
stenosis of the left venous orifice is probably main- 
tained even in cases of long standing. The author's 
observations show an almost complete concordance 
between the electrocardiographic syndrome of dex- 
troventricular hypertrophy and the degree of de- 
formation of the mitral valve as revealed at the 
time of operation or at autopsy. Thus, the much 
debatable conception of the autonomous character 
of the resistance in the pulmonary circulation and 
its irreversibility becomes in a number of cases the 
source of unjustified pessimism. The syndrome of 
“overexertion” of the myocardium of the right ven- 
tricle, revealed in the inversion of the T wave in 
the first chest leads, and the M-shaped QRS com- 
plex in lead V, were met with in single instances 
with pronounced mitral stenosis, i. e., much less 
frequently than in cor pulmonale. Changes in the 
electrocardiogram during the postoperative period 
are all very much alike and are characterized by 
the negative T wave in some or all the leads. Re- 
cordable usually from the 10th postoperative day, 
these changes last sometimes more than a month 
and reflect the third electrocardiographic stage of 
pericarditis caused by the traumatic lesions of the 
pericardium during the operation. 


General Considerations Regarding Acute Reflex 
Cardiac Arrest. C. Hahn and F. Risch. Helvet. chir. 


acta 25:484-489 (Dec.) 1958 (In French) [Basel, 


Switzerland]. 


Acute reflex cardiac arrest may pose a legal prob- 
lem for the surgeon, for he may be called to account 
if resuscitation was neglected. Whereas formerly it 
was accepted as a fatality against which nothing 
could be done, at present it is regarded as a state 
which must be diagnosed and treated. In case of 
cardiac arrest during an operation, it is essential to 
intervene as rapidly as possible. Ascertaining the 
blood pressure and electrocardiography are dis- 
pensed with. In case of disappearance of the carotid 
pulse, the following measures are taken immedi- 
ately: (1) giving pure oxygen at first by means of 
mask and balloon and then by intubation and (2) 
opening the thorax in the 4th intercostal space, and 
the pericardium. Then there are 2 possibilities: 1. If 
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there is no ventricular fibrillation, forceful bimanual 
massage may be sufficient or may be combined with 
intracardial injection of 10 cc. of 10% calcium glu- 
conate; massage is continued until the carotid pulse 
is again perceptible. 2. If ventricular fibrillation 
exists, the defibrillator should be used; one should 
be available in every surgical department; the best 
results are obtained with a voltage of 200, with 2.5 
to 3.5 amp., and with a shock stimulus lasting at 
the most 0.1 second. It is useless to defibrillate a 
heart with deficient oxygenation and of inadequate 
tonicity. If myocardial tonicity remains insufficient 
despite cardiac massage, it is advisable to resort to 
the injection of 1 mg. of epinephrine in 10 cc. of 
isotonic sodium chloride solution into the left ven- 
tricle, or to give an intravenous infusion of 40% 
dextrose. 


RADIOLOGY 


A Comparative Radiological Study of Reiter’s Dis- 
ease, Rheumatoid Arthritis and Ankylosing Spon- 
dylitis. R. M. Mason, R. S. Marray, J. K. Oates and 
A. C. Young. J. Bone & Joint Surg. 41B:137-148 
(Feb.) 1959 [London]. 


Previous reports on the roentgenologic aspects of 
Reiter's disease (urethritis, conjunctivitis, arthritis) 
have mentioned periostitis, especially of the calca- 
neus, osteoporosis, “nonspecific” changes, or a high 
incidence of sacroiliitis. This report is concerned 
with roentgenologic studies on 3 groups of patients, 
all of whom were subjected to routine roentgen- 
ography of hands, feet, ankles (including the cal- 
caneus), and pelvis. The roentgenograms of 144 
patients were available for comparison; of these 
patients 25 had Reiter’s disease, 81 had rheumatoid 
arthritis, and 38 had ankylosing spondylitis. With 
regard to sacroiliitis, the authors found that, when 
changes in the sacroiliac joints were mild, they 
were unable to distinguish any qualitative differ- 
ence between the 3 diseases, but severe erosions, 
marked sclerosis, and particularly ankylosis were 
found only in Reiter's disease and in ankylosing 
spondylitis. There were significant differences in 
the time of development of sacroiliitis in that the 
incidence of this condition increased to 54% in the 
patients with Reiter's disease with a history of 5 
years or more, but in the patients with rheumatoid 
arthritis with a similar history the incidence in- 
creased to only 15%. 

It was found that florid periostitis is suggestive 
of Reiter’s disease, and when it occurs on the plantar 
aspect of the calcaneus, it is probably pathogno- 
monic. Simple spurring and erosion of this bone, 
however, were present in all 3 diseases. There were 
certain differences in the roentgenologic appear- 
ances of the hands and feet, but, except for the 
aforementioned periostitis, a roentgenologic dis- 
tinction would be difficult on the basis of these 
changes alone. 
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The Changing Roentgenologic Picture in Pulmonary 
Tuberculosis Under Modern Chemotherapy. R. M. 
Friedenberg, N. Isaacs and M. Elkin. Am. J. Roent- 
genol. 81:196-206 (Feb.) 1959 [Springfield, IIl.]. 


The authors report the cases of 9 patients with 
pulmonary tuberculosis, which were selected to 
illustrate the rapid resolution that may be noted 
roentgenographically within a short time after spe- 
cific antituberculotic chemotherapy. The selected 
types of pulmonary tuberculosis were grouped ac- 
cording to the predominant roentgen-ray character- 
istics as follows: 1. Exudative productive lesions, 
varying from the feathery, irregular, dense, some- 
what hazily outlined lesions of exudative disease 
to the dense, sharply defined, discrete shadows 
more typical of productive lesions. Three of the 
9 patients had exudative lesions of the productive 
type. 2. Cavitary lesions, often rounded, ragged, 
with complete loss of lung margins and areas of 
increased density around the margin. Two patients 
had this type of lesions. 3. Miliary lesions. One pa- 
tient with hematogenous miliary tuberculosis has 
been presented. 4. Effusion, with the predominant 
feature of being a serous effusion, usually pleural, 
occasionally pericardial. The patient reported on 
had both pleural and pericardial effusion. 5. The 
last 2 patients had tuberculous pneumonia, resem- 
bling lobar or bronchial pneumonia but more wide- 
ly distributed and less well demarcated as to lobes 
and lobules. 

The roentgenologic findings in these 9 patients 
showed that productive, exudative, miliary, pneu- 
monic, and cavitary forms of pulmonary tubercu- 
losis responded dramatically to chemotherapy with 
isoniazid, streptomycin, and aminosalicylic acid, if 
marked fibrosis and caseation had not occurred. 
Reports by other workers revealed that many long- 
standing cases of chronic disease without extensive 
fibrosis showed rapid and marked improvement in 
patients who received proper therapy. The extent 
of involvement does not affect the prognosis of the 
disease today as it did before the advent of modern 
antimicrobial therapy. The presence, however, of 
abnormal anatomic changes of extensive fibrosis or 
caseation must still be regarded as a poor prognos- 
tic sign. 


PHYSIOLOGY 


Lavage of the Lung. J. A. Kylstra. Acta physiol. et 
pharmacol. neer]. 7:163-221 (no, 2) 1958 (In English) 
[Amsterdam]. 


The absence of adequate kidney function results 
in a rise in concentration of products of cellular 
metabolism in the extracellular fluid. Many investi- 
gators have searched for possibilities in removing 
noxious substances from the body by other means 
than excretion via the patient’s own kidneys. Five 
main groups of procedures may be distinguished: 
one making use of donor kidneys; one employing 
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hemodialysis; one making use of ion exchange 
resins; one in which extracellular fluid is removed 
in bulk; and, finally, one using natural exchange 
surfaces of the body. The author discusses these 
different methods and is concerned particularly with 
the methods employing natural exchange surfaces 
of the body, so-called corporeal dialysis. After cit- 
ing previous reports on intestinal lavage, peritoneal 
lavage, and the use of the urinary bladder as a 
“dialytic membrane,” he calls attention to the possi- 
bility of using a patient’s own lung as a hemodia- 
lyzer. 

Lavage of the lung would imply the filling of the 
alveoli with fluid. Many alveoli are completely filled 
with fluid in lobar pneumonia, but, after resolution 
of the pneumonic exudate, the fluid is absorbed, 
and there usually remains no damage to the lung. 
One single lung, provided that it is not diseased, 
will suffice for the gaseous exchanges of the body. 
However, if the other lung would be filled with 
fluid and accordingly would not be available for 
the exchange of gases, the oxygenated blood from 
the breathing lung would become polluted with 
venous blood returning from the fluid-filled lung 
The oxygen saturation of the arterial blood would 
thus decrease. This occurs in lobar pneumonia, 
where the oxygen saturation of the arterial blood 
usually is lowered. In pneumothorax, on the other 
hand, the arterial oxygen saturation usually is not 
depressed. 

The author describes the results of the first se1.es 
of 45 experiments on lavage of the lung in dogs. 
Pneumothorax was established on one side by in- 
serting a trocar into the 5th or the 6th left inter- 
costal space via a system of valves. Approximate 
physiological pressures were maintained in the 
pleural cavity during the respiratory cycle. Tra- 
cheotomy was performed in order to facilitate posi- 
tioning of a special endobronchial cannula in the 
left main bronchus. The pneumothorax permitted 
intermittent collapse and expansion of the left lung 
independent of, and without interfering with, spon- 
taneous respiratory excursions of the thorax. The 
left lung then was ventilated with oxygen in order 
to remove nitrogen from the air spaces which, by 
not being rapidly absorbed, might prevent dialyzing 
fluid from coming into contact with the alveolar 
wall. Through the endobronchial tube, Ringer's 
solution, to which 1.25% glucose had been added 
(in order to balance the osmotic effect of the plasma 
proteins), was’ permitted ‘to flow from a reservoir 
into the left lung. After a certain volume had been 
instilled, the fluid was made to flow out of the lung 
via the same cannula. This was repeated several 
times while exchange of gases continued uninter- 
ruptedly in the other lung which breathed an oxy- 
gen-rich gas mixture. 

In this manner, considerable amounts of urea and 
barbiturates could be removed from the body. As 
far as transfer of water, salts, and sugar is con- 
cerned, the properties of the “alveolar membrane” 
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appeared to be consistent with inert semiperme- 
ability. The results obtained with serum and plasma, 
however, are inconsistent with such a concept. Thio- 
cyanate was recovered in significant amounts from 
the fluid aspirated from the air spaces of the lung, 
subsequent to the intravenous injection of sodium 
thiocyanate. This renders support to the view that 
the bare walls of at least part of the alveolar capil- 
laries are in immediate contact with the alveolar 
contents. Suggestions are made as to the possible 
application of this new method for clinical, physio- 
logical, and pathophysiological purposes. 


Egg-Containing Meals and Blood Coagulation. E. 
Orma, D. N. Rhodes and A. Keys. Lancet 1:388-390 
(Feb. 21) 1959 [London]. 


After test meals containing 2 eggs or 50 Gm. of 
butter, margarine, or hard vegetable cooking fat, 
O’Brien in 1956 found similar shortening in the 
coagulation time of recalcified plasma in the pres- 
ence of Russell-viper venom (Stypven-time). Since 
the 2 eggs contained only 10 Gm. of glyceride fat 
but 3 Gm. of phospholipids, he suggested that 
eggs may owe their unusual activity in this respect 
to their large phospholipid content. Later experi- 
ments by O’Brien appeared to support this hypo- 
thesis. He observed that 2.5 Gm. of egg lecithin, 
which was inactive in his in vitro experiments, de- 
tectably shortened the Stvypven-time when ingested; 
and a phospholipid mixture (comprising less than 
5% of triglyceride, about 30% of lecithin, 30% of 
phosphatidy! ethanolamine, and 35% of inositol- 
containing phospholipids), when ingested in small 
amounts, produced a shortening of the Stypven- 
time which was comparable to that observed after 
the ingestion of 5 times as much triglyceride. His 
conclusion was that a part of the phospholipids was 
absorbed relatively unchanged, and this could ex- 
plain the marked response after phospholipid-con- 
taining egg meals. 

The studies described in this paper were carried 
out to determine whether either of the 2 main phos- 
pholipids present in eggs is responsible for the 
claimed activity of ingested egg fat on blood coagu- 
lation. Nine middle-aged, physically normal men 
(chronic schizophrenic patients in the Hastings 
[Minn.] State Hospital), after 10 hours’ fasting, were 
given breakfast of dry toast and jelly, coffee, and a 
scramble of either (a) 3 whole eggs, (b) 3 egg whites 
plus the total lipids of 3 eggs (total lipid), (c) 3 egg 
whites plus the lipids of 3 eggs from which phospha- 
tidy] ethanolamine had been removed (PE-free 
lipid), (d) 3 egg whites plus egg lipids, equal in 
weight to the total lipids of 3 eggs, from which all 
phospholipids had been removed (PL-free lipid), 
(e) 3 egg whites, or (f) a virtually fat-free test meal 
containing sucrose, rice, and nonfat milk solids pro- 
viding 1,078 calories. The subjects were divided 
into 3 groups, and the test meals were rotated over 
6 experiments conducted at weekly intervals. 
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It was found that the total lipid of 3 eggs (13.5 
Gm.) produced a significant shortening in the coag- 
ulation time (Stypven-time) of Russell-viper venom 
accelerated recalcified plasma at 3% and 4% hours 
after ingestion. Removal of the total phospholipids 
or phosphatidyl ethanolamine from the egg lipids 
did not significantly alter the result. The whole- 
blood coagulation time (in siliconized tubes) was 
not significantly shortened by the ingestion of this 
amount of egg lipids. Thus, the results of these 
studies did not support the suggestion of O’Brien 
that the shortening of the Stypven-time after eat- 
ing eggs is due to the phospholipids contained in 
them. The authors have no data to show whether 
the total lipid of eggs is more effective than an 
equal quantity of any other food fat, but such effect 
as it has is clearly not dependent upon either the 
total phospholipid or the phosphatidy! ethanolamine 
content. 


PUBLIC HEALTH 


Medical Aspects in the Control of Hospital-Ac- 
quired Staphylococcal Infections. K. M. Schreck. 
Am. J. M. Sc. 237:151-157 (Feb.) 1959 [Philadel- 
phia]. 


When a hospital is confronted with hospital- 
acquired staphylococcic infections, the extent of 
the problem should be determined by tabulating all 
infections related to hospitalization, including those 
occurring in the immediate period after discharge 
of the patient. When an epidemic is present, all iso- 
lated coagulase-positive staphylococci should be 
bacteriophage typed to find the prevalent strain and 
to trace its possible source. Since about 1955 type 
80/81 of staphylococcus organisms has been the 
most frequent cause of hospital epidemics, but a 
few other types have also been found to produce 
epidemics. Most important in successful control is 
strict isolation of infected patients and removal 
from duty of infected personnel. Other control 
measures must be decided on locally by a given 
hospital. The hospital’s committee on infections 
should institute these control measures and have 
the authority to enforce them. Routine therapy of 
infections in patients and personnel does not require 
the use of antibiotics. 

The epidemic strain of Staphylococcus 80/81 is 
no more resistant to germicides than is any other 
Staphylococcus organism. The final assessment of 
the value of a germicide applied to walls, floors, and 
blankets lies in its effect on the infection rate in a 
hospital. It is hoped that a governmental health 
agency will conduct laboratory and field trials on 
these preparations. More information is required 
before significance can be attached to the staphy- 
lococci in the inanimate environmental reservoir. 
Hospital-acquired staphylococcic infections will 
probably be a long-term problem, because the epi- 
demic strains are passing to the community in 
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greater numbers. This means the community will 
continue to reseed the hospitals with the staphy- 
lococci. 


Tobacco Smoking, Respiratory Symptoms, and Ven- 
tilatory Capacity: Studies in Random Samples of the 
Population. I. T. T. Higgins. Brit. M. J. 1:325-329 
(Feb. 7) 1959 [London]. 


The relation between smoking and respiratory 
symptoms and disability has been studied in 734 
men, between the ages of 25 and 64 years, who were 
randomly selected from urban and rural popula- 
tions, defined by private census during the course 
of community surveys into the prevalence of com- 
mon diseases. A questionnaire was used to record 
respiratory symptoms and smoking habits; the ven- 
tilatory capacity was assessed, utilizing the indirect 
maximum breathing capacity test. A clear relation 
between smoking and persistent cough and sputum 
was invariably found; there was a marked trend of 
increasing cough and sputum with increasing to- 
bacco consumption. Smokers also tended to report 
more chest illness, wheezing, breathlessness, and 
“chronic bronchitis” (defined as persistent sputum 
and at least one chest illness during the past 3 
years) than nonsmokers. Assessment of ventilatory 
capacity revealed a higher mean maximum breath- 
ing capacity in nonsmokers than in smokers, the 
best estimate of the difference, allowing for the size 
of the various groups studied, being 9 liters a min- 
ute. There was, however, no significant downward 
trend with increasing tobacco consumption among 
the smokers. Most of the pipe smokers smoked less 
than 15 Gm. of tobacco daily. Though pipe smok- 
ing did not appear to be entirely harmless, it 
seemed to be much less apt than cigarette smoking 
to cause symptoms. One approach to the problem 
of tobacco addiction might be to try to persuade 
cigarette smokers to change to a pipe. Apart from 
other considerations, those persuaded would prob- 
ably smoke less. 


Rotary Power Lawn Mower Injury: Perforation of 
the Stomach. T. H. Henley. J. Oklahoma M. A. 52: 
86-87 (Feb.) 1959 [Oklahoma City]. 


The cutting bars of rotary power lawn mowers 
rotate at 2,400 to 3,600 rpm, and the force of the 
rotating blades is estimated to be in excess of 10,000 
Ib. per square inch. An object struck by the blades 
(nails, rocks, etc.) may attain speeds in excess of 
300 ft. per second. This equals the speed cf many 
shell fragments and approaches the speed of a bul- 
let. Immediate death from such missiles has been 
reported on severi.] occasions. 

A 15-year-old boy was hospitalized at 9:10 p. m. 
with the history that at 6 p. m. he was cutting 
grass with a rotary power mower when the mower 
struck a metal object, which hit him in the abdo- 
men. His physician referred him to the University 
of Oklahoma Medical Center in Oklahoma City. 
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He had had no nausea or vomiting, had voided clear 
urine, and had a normal bowel movement after 
the injury. There was generalized abdominal ten- 
derness, most pronounced in the epigastrium. There 
was muscle guarding and rebound tenderness in 
the upper abdomen. Abdominal exploration re- 
vealed a 2-in. rusty nail in the anterior aspect of 
the body of the stomach near the lesser curvature. 
The nail had perforated the stomach through and 
through and was lying in the tract thus formed. 
The nail was removed, and the 2 perforations were 
closed. Ten thousand units of tetanus antitoxin was 
given after skin testing. The patient was discharged 
on the 5th postoperative day and had an unevent- 
ful convalescence. 

The problem of power lawn mower injuries is a 
serious one, and physicians should call the public's 
attention to the dangers of these mowers. The habit 
of clearing the grass from the power mowers while 
the motor is running is certainly a very dangerous 
one. Lawns should be cleared of rocks, wire, ete. 
before they are mowed. Manufacturers of power 
lawn mowers should be aware of the dangers. 


Current Virus Disease Problems in Minnesota. H. 
Kleinman. Minnesota Med. 42:75-82 (Feb.) 1959 
[St. Paul]. 


In each of the years from 1955 to 1957 Minnesota 
has had experience with viral diseases of the cen- 
tral nervous system—diseases that were similar as to 
symptoms but were caused by different enterovir- 
uses. Virus isolations effected in these years includ- 
ed poliomyelitis viruses of all types in 231 patients, 
Coxsackie B5 virus in 78 patients, enteric cytopatho- 
genic human orphan (ECHO) type 9 virus in 120 
patients, and other not yet completely identified 
viruses in 49 patients. The agent responsible for the 
viral diseases of the central nervous system occur- 
ring in 1955 was the poliomyelitis virus. In 1956, 
while the poliomyelitis virus was still operative, 
Coxsackie B5 virus was isolated more frequently 
than any type of poliomyelitis virus. In 1957 the pre- 
dominant virus was ECHO type 9 virus, a new one 
for Minnesota. 

The diagnostic dilemma of the practicing physi- 
cian with respect to viral diseases of the central 
nervous system can be profound and troublesome. 
The season of occurrence is of no diagnostic help 
to him except for mumps meningoencephalitis, 
which tends to occur more frequently in the spring 
of the year well in advance of the usual poliomye- 
litis season. Nonparalytic poliomyelitis, Coxsackie 
B5 aseptic meningitis, and ECHO type 9 disease all 
occur during the same time of the year. In Minne- 
sota, in 1955, poliomyelitis peaked during the first 
half of August; in 1956, both poliomyelitis and Cox- 
sackie B5 meningitis peaked during the second half 
of August; and ECHO type 9 aseptic meningitis 
showed its peak during the second week of August, 
1957. The age distribution curves for nonparalytic 
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poliomyelitis and Coxsackie B5 meningitis were 
similar in that they showed the highest incidence in 
the earlier years of life. This is characteristic of a 
population in which childhood experience with a 
disease results in relative immunity for the more 
adult sections of that population. The attack rates 
of ECHO type 9 aseptic meningitis for the ages of 
5 to 40 years were similar enough in magnitude to 
give to the curve of distribution a definite segment 
of plateau-like flatness. This strongly suggests that 
adults in Minnesota had had no previous immuniz- 
ing experience with ECHO type 9 virus. Clinically, 
aseptic meningitis due to Coxsackie B5 virus cannot 
be distinguished from nonparalytic poliomyelitis 
by signs, symptoms, and cerebrospinal fluid find- 
ings. ECHO type 9 virus has several suggestive 
clinical characteristics. Foremost is the exanthem 
which may occur in about 30% of the patients, and 
the headache is often exceptionally severe. 
Physicians, laboratory workers, and public health 
workers should be prepared to work toward a fur- 
ther reduction in the size of the “cause undeter- 
mined” category of virus diseases, particularly in 
that class known as aseptic meningitis. More em- 
phasis will have to be placed on the need for es- 
tablishing an etiological diagnosis in individual 
cases. Perhaps the most important guidepost for the 
physician is the pattern of the disease of the central 
nervous system which is occurring in his commu- 
nity. Should it be noted that there is a series of such 
cases occurring in a community with none of them, 
or a disproportionately small number of them, 
showing any lower motor neuron paralysis, then it 
is proper to infer that the disease which is occurring 
with major frequency is not poliomyelitis. This is 
the time to bend every effort toward establishing 
a definite etiology. From the laboratory standpoint 
the isolation of the offending agent in most cases 
can be made from the feces. Such specimens should 
be collected as early as possible in the course of the 
disease, as the chances for successful isolation de- 
cline after the first 10 to 14 days. In addition to 
this, paired blood samples should be submitted, the 
first of these drawn preferably within the first 5 
days of the onset and the second drawn during the 
convalescent period about 2 weeks later. 


Some Social and Epidemiological Aspects of Small- 
pox in West Bengal Including Calcutta: The Prob- 
lems of Its Control and Eradication. S. K. Chat- 
tergee. J. Indian M. A. 32:89-103 (Feb. 1) 1959 
[Calcutta]. 


During the smallpox epidemic in West Bengal, 
India, in 1957, 18,612 persons were attacked by the 
disease, and there were 10,095 deaths; in Calcutta 
alone, 3054 persons were attacked, and 2,056 of 
them died. The morbidity and mortality rates were 
0.6 and 0.4 per thousand, respectively, for the 


MEDICAL LITERATURE ABSTRACTS 


J.A.M.A., June 20, 1959 


entire state, and 1.1 and 0.7 per thousand, respec- 
tively, for the Calcutta municipal area. The dis- 
tricts of Howrah, Calcutta, Murshidabad, Malda, 
24-Parganas, Hooghly, and West Dinajpur were 
the worst affected. The incidence of smallpox was 
higher in the urban than in the rural areas; the dis- 
ease occurred more often in females than in males, 
and in persons over 10 years of age than in those 
aged less than 10 years. Compared with the 1956 
epidemic with a morbidity rate of 0.1 per thousand 
and a mortality rate of 0.04 per thousand, there was 
a sharp increase in 1957. Cyclic exacerbations of 
smallpox have occurred regularly at 4-to-6-year in- 
tervals; the last preceding one occurred in 1950- 
1951, and 1957-1958 appears to be again a peak 
period of cyclic periodicity. Another factor of im- 
mediate and special importance leading to the in- 
crease in smallpox is the epidemic outbreak of the 
disease in neighboring states, particularly East 
Pakistan, with which close contacts have been main- 
tained for social, cultural, and economic reasons. 

Factors of general importance are discussed as 
follows. The general sanitary conditions of West 
Bengal have been deteriorating as the density of 
population has been steadily increasing. The level 
of immunity in the population has also deteriorated, 
owing to the accumulation of susceptible persons 
from within and outside the state of West Bengal. 
Because of deficient birth registration, half of the 
total newborn infants escape registration and, 
therefore, vaccination. Displaced persons migrating 
into the state of West Bengal, particularly from 
Pakistan, constitute about 26% of the total popula- 
tion of West Bengal, and a high percentage of non- 
vaccinated persons have been found among them. 
Because of an inadequate intelligence service, the 
first information of an outbreak of smallpox reaches 
the peripheral outpost of the local public health 
agencies, and that of the state, after considerable 
delay or when several deaths have already occurred. 
There has been resistance to vaccination and con- 
trol of evaders. 

It has to be recognized that early eradication of 
smallpox, in the face of existing conditions of so- 
ciety in India, is not a simple problem. The remedy, 
so far as eradication is concerned, consists in early 
location and isolation of the infection that is al- 
ready present in West Bengal and in the vaccina- 
tion of the entire population of this state for a few 
consecutive years. This requires an adequate intelli- 
gence service and adequate isolation arrangements, 
together with a favorable psychological attitude on 
the part of the population. For prevention of migra- 
tion into West Bengal of infected and unprotected 
persons from without, the essentials are the framing 
and rigid application of appropriave legislation, an 
elaborate surveillance organization, a national pub- 
lic health campaign, and international cooperation. 
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BOOK REVIEWS 


Atomic Medicine. Edited by Charles F. Behrens, M.D., 
F.A.C.R., Roentgenologist, Yater Clinic, Washington, D. C. 
Third edition. Cloth. $15. Pp. 705, with illustrations. Wil- 
liams & Wilkins Company, 428 E. Preston St., Baltimore 2, 
1959. 


This book continues to be a courageous attempt 
to keep physicians and medical students aware of 
the rapidly unfolding significance of atomic energy. 
The new edition has been widely revised to in- 
clude such developments as the fall-out effects from 
thermonuclear weapons, newer isotope techniques 
in medicine, and the advances made in our under- 
standing of radiation effects. Atomic medicine has 
two diametrically opposed components, the catas- 
trophic effects of atomic weapons and the peaceful 
applications of atomic energy. While both of these 
subjects are treated fully in this text, the book is 
to be valued largely for its pioneering effort in 
presenting the treatment of mass casualties, radio- 
active contamination, acute radiation sickness, and 
other aspects of the holocaust associated with 
atomic disaster. 

The individual contributions making up the book 
vary widely in their competence and method of 
presentation. Alongside some timely and well-writ- 
ten chapters one finds sections that have become 
sorely outdated or which contain errors that have 
now survived three editions. There is a large 
amount of duplication and even some contradic- 
tions among the various chapters. In spite of the 
size and scope of the book only passing reference 
is made to the all-important problem of the genetic 
effects of ionizing radiations. However, this book 
should be welcomed by those concerned with mak- 
ing the medical profession aware of its new re- 
sponsibilities in an atomic age. 


A Handbook of Medical Hypnosis: An Introduction for 
Practitioners and Students. By Gordon Ambrose, L.M.S.S.A., 
and George Newbold, M.B., B.S., M.R.C.S. Forewords by 
William Moodie, M.D., F.R.C.P., D.P.M.,; and William S. 
Kroger, M.D. Second edition. Cloth. $6.75. Pp. 276. Wil- 
liams & Wilkins Company, 428 E. Preston St., Baltimore 2, 
1958. 


This new edition of a handbook first published 
in 1956 for the British medical public is an ele- 
mentary textbook of rather limited value for the 
beginner in medical hypnosis. Ambitious in its 
purpose, its coverage is sketchy and its material is 
poorly organized, uncritically selected, and inade- 
quately presented. For example, in chapter 3, “The 
Hypnotic State and Its Phenomena,” six pages are 


These book reviews have been prepared by competent authorities 
but do not represent the opinions of any medical or other organization 
unless specifically so stated. 


devoted to a general discussion of the hypnotic 
state and brief, incomplete, usually nondefinitive 
descriptions of some of the common phenomena 
of hypnosis, some of which are mentioned only by 
name. The rest of the chapter deals with related 
topics but includes such matters as a discussion of 
desirable personality attributes in a hypnotist. 
The chapters on clinical topics are also inade- 
quate. For example, beginning on page 77 the med- 
ical history of a patient with mucous colitis is 
given, including the negative laboratory findings 
in 1951, the x-ray report then, and the details of 
the operation in 1952, but the details of hypno- 
therapy in 1954 are limited to the statement on 
page 80 that “treatment took place from the 9th 
of March until the lst of June and comprised fif- 
teen visits,” and the statement that the patient was 
hypnotized on the first visit. In addition, four un- 
happy memories of the patient are briefly cited. 
On pages 201 and 202 the hypnotherapy of a pa- 
tient with functional uterine bleeding is described 
thus: “During the course of a few sessions the 
reason for the symptoms was explained to the 
patient and the whole situation ‘worked through’ 
under hypnosis (for she was a good hypnotic sub- 
ject).” References for further reading are scattered 
throughout the book but these are repetitious, poor- 
ly selected, and often no more than general medi- 
cal references. This book is not recommended. 


Cranio-Cerebral Topometry in Man: Location and Varia- 
tion in Position of Cerebral Subcortical Structures with 
Special Reference to Neurology, Neurosurgery, and Neuro- 
radiology. Par A. Delmas, professeur d’anatomie fonction- 
nelle et de neuroanatomie 4 la Faculté de médecine de 
Paris, et B. Pertuiset, neuro-chirurgien des hépitaux de 
Paris. Avec la collaboration de M. H. Pineau pour la partie 
statistique. [In French and English.] Cloth. $38.50. Pp. 436, 
with illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Masson & Cie, 120 boule- 
vard Saint-Germain, Paris 6e, France; Blackwell Scientific 
Publications, Ltd., 24-25 Broad St., Oxford, England; Ryer- 
son Press, 299 Queen St., W., Toronto 2B, Canada, 1959. 

Recent work on experimental animals has demon- 
strated the wide diversity and fine localization of 
function of the deeper structures in the cerebrum. 
The possibility of abolishing otherwise intractable 
pain by placing small lesions electrically in the 
brain is but one of many prospective applications 
of this work, and it depends on the use of stereo- 
taxic instruments for the correct placement of elec- 
trodes. The present work by Delmas and Pertuiset 
presents additional data concerning the topography 
of cerebral structures and their variations in posi- 
tion. An introductory part explains terminology and 
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techniques. The second part is an alphabetically 
arranged list of structures, each entry being accom- 
panied by descriptive text and a systematic indica- 
tion of the location of the given structure in the 
atlas which constitutes the third part of the book. 
This part is a series of life-sized photographs of 
sections of the brain with its bony case. In one 
group the plates are of sagittal and parasagittal 
sections; in a second group, of frontal sections; and 
in a third, of horizontal sections. On each page 
facing a given photograph there is a well-labeled 
diagram pointing out the essential structures. The 
fourth part is a statistical presentation of the vari- 
ations in volume and position of the subcortical 
structures. The fifth part is a discussion of the 
utility and significance of craniocerebral topometry, 
and the book ends with an alphabetical index, a 
bibliography, and a table of contents. 

The text is printed in parallel columns of French 
and English, and the labeling of the diagrams is 
in the Latin of the PNA (Parisiensa Nomina Ana- 
tomica) of 1955. All three languages are handled 
magnificently, and no errors are to be found. This 
is a priceless work of permanent value and will 
be essential to everyone working in the fields of 
neuroanatomy and neurosurgery. 


Recent Advances in Respiratory Tuberculosis. By Fred- 
erick Heaf, C.M.G., M.A., M.D., David Davies Professor of 
Tuberculosis, Welsh National School of Medicine, Cardiff, 
and N. Lloyd Rusby, M.A., D.M., F.R.C.P., Physician to 
London Hospital, London. Fifth edition. Cloth. $8. Pp. 284, 
with 20 illustrations. Little, Brown & Company, 34 Beacon 
St., Boston 6; J. & A. Churchill, Ltd., 104 Gloucester PI., 
Portman Sq., London, W. 1, England, 1959. 


This new edition appears after a lapse of 10 
years, resulting in profound changes in the control 
and management of respiratory tuberculosis and a 
consequent reduction in mortality in almost all 
parts of the world. Complacency, however, has no 
place if eradication of tuberculosis is considered 
on a global and not merely on a national basis. 
The international problem marks a notable develop- 
ment in the modern approach to the disease, and 
this was constantly before the authors when they 
prepared this revision. Their aim has been to re- 
view the subject in the light of recent work without 
hesitating to discuss controversial issues. The new 
developments in almost every branch of the sub- 
ject have necessitated a complete rewriting of the 
book. Help and guidance was drawn from many 
quarters. 

The 13 chapters cover epidemiology, prevention, 
tuberculin and tuberculin testing, BCG inocula- 
tion, chemotherapy, collapse therapy, treatment by 
resection, primary tuberculosis, respiratory function 
studies, chest radiography, rehabilitation, miscel- 
laneous advances, definitions, classifications, sta- 
tistics, and recent legislation. It is a compact, well- 
prepared, simple textbook, well documented and as 
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good and comprehensive a presentation of the sub- 
ject as the size of the volume permits. It should 
be useful to students, residents, and physicians in 
general who cannot and need not refer to the more 
comprehensive texts. It has the advantage of being 
prepared by qualified British authors who are au- 
thorities on their subject. 


Florence Sabin: Colorado Woman of the Century. By 
Elinor Bluemel. Cloth. $5.50. Pp. 238, with illustrations. 
University of Colorado Press, Boulder, 1959. 


Each section of this book shows the late Dr. 
Sabin in a different environment and a new light. 
The first, entitled “Early Beginnings,” is most likely 
to interest readers who enjoy picturing life in the 
America of the 1870's and 1880's. The second is 
devoted to the Johns Hopkins University period 
and describes the experiences of a woman student 
in a new medical school where important funds 
were donated by women while the curriculum was 
still considered by most people as something for 
men only. The third describes the period of re- 
search at the Rockefeller Institute, and the fourth 
covers her life in Denver, where her earnest con- 
cern with problems of public health, together with 
the desires of the public to heap honors on her, 
prevented the intended life of retirement. The fifth 
section describes the declining period after her 
80th birthday. 

The reader is inevitably impressed and inspired 
by the recital of this extraordinary story and by 
the endless variety and broadness of the experi- 
ences that become part of any life devoted to 
medical science. Florence Sabin had not one career 
but several, and in each she maintained contact 
with realities. There is something in this book for 
every reader. The scientist may wish there had 
been more technical detail about her researches, 
but what the book may lack in this respect is made 
up for by a good bibliography, an index, and 
many other proofs of the author’s competence and 
diligence. 


Bone Tumors, By Louis Lichtenstein, M.D., Chief Patholo- 
gist, General Medical and Surgical Hospital, Veterans Ad- 
ministration Center, Los Angeles. Second edition. Cloth. $12. 
Pp. 402, with 220 illustrations. C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1959. 


The author has organized his subject matter well 
and has presented some pertinent remarks, aimed 
at the physician, in regard to the diagnosis and 
management of patients with bone disease. The 
discussion on nonneoplastic lesions of bone which 
may be mistaken for tumors is a valuable addition 
to the subject. As the entire subject is treated by 
the author alone, and as he is a pathologist, the 
sections on clinical findings and treatment are in- 
adequate. This is partially corrected by adequate 
reference lists. 
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OBESITY 

To tHE Eprror:—Can obesity be treated without 
restricting the calorie intake? An obese patient 
was placed on a diet and therapy with ampheta- 
mine, thyroid extract, aloin, and phenobarbital. 
She would not restrict her diet and lost little 
weight. Now she has found a physician who 
tells her to eat and she says she eats just as 
much as she ever did. To the amazement of her 
husband, she has lost 51 lb. (23.1 kg.) in three 
and one-half months and has no complaints. Her 
physician gives her white capsules to take with 
her meals. Sometimes she takes, in addition, an 
uncoated brown tablet, larger than aspirin, once 
a day. The physician sees her every two weeks 
and each time gives her a subcutaneous or in- 
tramuscular injection of fluid that looks like 
skimmed milk. He has many patients in his 
treatment room, and each one sees the others 
being weighed and examined. He gives them an 
adequate examination. The visit, capsules, and 
injection cost each patient $5 every two weeks. 
Please give information as to how weight may 
be reduced without restriction of the calorie 
intake. — Fred Mather, M.D., Brooklyn, N. Y. 


Answer.—This consultant is not aware of any 
effective reducing plan recognized by nutrition 
authorities in the United States that permits the 
unlimited intake of calories. Psychogenic and ge- 
netic factors play a limited role, but the basic 
cause of obesity is an intake of more calories per 
day than are expended, the remainder accumulat- 
ing as fat. The pamphlet entitled “The Healthy 
Way to Weight Loss,” published by the Council 
on Foods and Nutrition of the American Medical 
Association, describes in simple language the prin- 
ciples behind weight reduction. This pamphlet 
might be recommended to the patient presented 
in the question. 


CHEMICAL BURNS 
To tHE Eprror:—What is the present status of the 
use of neutralization treatment for acid or alkali 
burns of the skin both as emergency treatment 
and later? 
Philip A. Fuqua, M.D., Richland, Wash. 


ANSWER.—It is important to remove as much of 
the acid or alkali as quickly as possible after ex- 
posure and to follow this with appropriate neu- 


The answers here published have been prepared by competent au- 
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tralization. The emergency treatment, however, will 
depend to a certain extent on the particular action 
of the irritant itself. The burns caused by concen- 
trated acids are usually not as extensive as those 
caused by alkalis. For the emergency treatment of 
acid burns, immediately wash with water and fol- 
low with a 0.5% sodium bicarbonate solution. The 
follow-up treatment will depend on whether it is 
a first, second, or third degree burn. The further 
use of alkali, however, is not necessary. For the 
emergency treatment of alkali burns, it is important 
to know the chemical nature of the alkali causing 
the burn. Here too, it is important to remove the 
irritant as quickly as possible by liberal use of 
water. If there is exposure to calcium oxide or 
quick lime, removal of the irritant with water must 
be done in a particular way. Because the heat of 
solution of a single grain of calcium oxide is over 
18,000 calories, all solid particles should be re- 
moved before the lime is wetted. If water is used 
at all, a stream of water must be applied under 
pressure, which will remove most of the particles 
before they become wet. As a rule, after alkali 
burns are washed with water they should be 
washed with a 1% acetic acid solution. The follow- 
up treatment will also depend on the extent of 
the burn and the chemical producing it. Once the 
emergency treatment is given, acid ointments are 
not needed in the follow-up treatment. 


BODY CHEMISTRY AFTER DEATH 

To tHE Eprror:—Faced with the problem of deter- 
mining whether a patient has died in diabetic 
acidosis, how can one estimate the changes which 
occur after death in the chemistry of body fluids? 
A diabetic whose body was examined 12 hours 
after death (having been refrigerated) showed a 
ventricular cerebrospinal fluid sugar level of 
56 mg. per 100 ml. and carbon dioxide combining 
power of the same fluid of 5.3 mEq. per liter. 
Urine and blood were unobtainable. Are there 
any references to normal values of body fluid 
chemistries at various intervals after death? 


M.D., Illinois. 


ANSWER.—Postmortem determination of the cere- 
brospinal fluid sugar or serum glucose values would 
probably not be of any value in spite of refrigera- 
tion. Taken immediately after death they might 
reflect hyperglycemia, but bacterial decomposition 
and tissue fluid dilution would soon make these 
determinations useless. Results of carbon dioxide 
combining power determinations are quickly af- 
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fected due to diffusion of tissue juices and agonal 
hypoxia and hypercapnia. Serum sodium potassium 
and chloride determinations presumably would be 
accurate for at least 30 to 60 minutes after death 
and, perhaps, several hours with refrigeration. Fig- 
ures regarding chemical determinations after death 
can be obtained from the standard textbooks on 
medicolegal medicine. 


TREATMENT OF SNAKE BITE 
To rae Eprror:—In Tue Journat, Feb. 14, 1959, 
page 782, the question of sources of supply of 
coral snake antivenin is raised. Charity Hospital 
of Louisiana, New Orleans, stocks coral snake 
antivenin. It is obtained from C. Amaral and 
Cia, L. T. D. A., Gloria 34, P. O. Box 2123, Sao 
Paulo, Brazil. Cobra antivenin, both Indian and 
African, is also stocked. Since 1955, three cobra 
bites and one coral snake bite have been treated 
at Charity Hospital. In addition, coral snake 
antivenin has been supplied to neighboring cities 
on two occasions. Adolph Flores, M.D. 
Charity Hospital 
New Orleans. 


To rue Eprror:—A brief account of the results of 
certain laboratory studies, hitherto unpublished, 
may be of interest in connection with the letter 
on treatment of snakebite, which appeared in 
Tue Journat, Feb. 14, 1959, p. 782. No antivenin 
specific for coral envenomation is generally avail- 
able in the United States. A serum produced with 
cobra venom cannot properly be called a “coral 
antivenin.” Although it is true that both Naja 
(cobra) and Micrurus (coral snake) are members 
of the family Elapidae and both bear neurotoxic 
venom, this is no reason to assume that both 
venoms contain the same toxic fractions. 

Little is known about the neurotoxins in any 
venom. Data are particularly scant on the com- 
position of Micrurus venom, since it is so diffi- 
cult to obtain. Limited studies were made in the 
Wyeth biological laboratories on a small quan- 
tity of Micrurus venom that Ross Allen, of Silver 
Springs, Fla., was able to furnish in 1950. The 
results indicated that the neurotoxins in Micrurus 
venom and those of two species of Naja (cobra) 
are not the same. Results of neutralization tests 
run with Micrurus fulvius venom and various 
serums are as follows: (1) Pasteur C serum (Naja 
or Asiatic cobra), lot 1 neutralized 0.04 mg. (3.0 
LD;») of Micrurus fulvius venom; (2) South Af- 
rican Anti-Cape serum (N. flava or S. African 
cobra) from South African Institute for Medical 
Research, Johannesburg, lot 3 neutralized 0.05 
mg. (3.75 LD5o) of Micrurus fulvius venom; (3) 
antivenin (Crotalidae) Wyeth, pool 6—neutralized 
0.05 mg. (3.75 LD5o) of Micrurus fulvius venom; 
(4) antivenin (Crotalidae) Wyeth, pool 6, and 


Pasteur C serum, lot 1 (combined, equal parts) 
neutralized 0.05 mg. (3.75 LD;)) of Micrurus ful- 
vius venom; (5) normal horse serum (unpre- 
served) neutralized 0.04 mg. (3.0 LD.) Micrurus 
fulvius venom; and (6) normal horse serum (pre- 
served) neutralized 0.04 mg. (3.0 LD;)) Micrurus 
fulvius venom. 

Any protein or animal body will nullify a cer- 
tain amount of venom. The indications are that 
any beneficial results from administration of co- 
bra antiserum or antivenin (Crotalidae) to a vic- 
tim of Micrurus envenomation probably would 
be of a nonspecific nature. Some medical author- 
ities have maintained for a number of years 
that mechanical measures (tourniquet, incision, 
and suction) are useless for cobra envenomation 
and, hence, would probably be equally valueless 
for poisoning by Micrurus. The various known 
sources of antivenins for snake, scorpion, and 
spider envenomation are listed in the article by 
Keegan (Venoms, Washington, D. C., American 
Association for the Advancement of Science, 
publication 44, 1956, pp. 413-438). Several cobra 
antiserums produced in various countries are 
listed. The only serum produced with Micrurus 
venom—Soro Anti-Elapidico—is listed by Instituto 
Butantan. Other sources may have become avail- 
able since this article was prepared in 1954. 

Eleanor E. Buckley 
Wyeth Laboratories 
Philadelphia 1. 


HYPNOSIS MACHINE 
To THE Eprror:—This is in reference to the Ques- 


tion and Answer entitled “Hypnosis Machine” 
which appeared in Tue JourNAL, March 21, 1959, 
page 1402. I have had an opportunity to examine 
the article that was mentioned at the end of the 
reply and find that it is based on incorrect theo- 
retical electroencephalographic conclusions. The 
following statement is quoted from that article: 
“A slowing down of the alpha rhythm is indica- 
tive of a sleep-like state. Experimentally, these 
cortical and subcortical changes could be utilized 
to signal the onset of hypnosis.” Actually, the 
alpha rhythm, with rare exceptions, does not 
slow down. It decreases in amplitude when an 
individual falls asleep and finally drops out. It 
thus could be utilized, although with reserva- 
tions, to signal the onset of sleep but not of 
hypnosis. I believe that the promotion-like dis- 
cussion of this “machine” that appeared in the 
consultant’s reply to the inquiry is completely 
unjustified. 

Harold Rosen, M.D., Chairman 

Committee on Hypnosis 

A. M. A. Council on Mental Health 

1101 N. Calvert St. 

Baltimore 2. 
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Both “nibblers” 
but ones 
losing weight 


One eats fattening nibbles. The other 
drinks a Dietene Milk Shake to satisfy 
the craving for “‘something good to 
eat”? between meals—part of a sound 
reducing program. 

Two Dietene Milk Shakes daily 
supply 36 grams of protein fortified 
with essential vitamins and minerals, 
providing more than half of a day’s 
nutritional requirements. And Die- 
tene’s good taste solves the problem 
of between-meal nibbling. 

Thus obese patients find it easy to 
accept reduced portions of the wide 
variety of foods in the Dietene 1000 
Calorie Diet. They lose weight safely 
and sensibly . . . and like it. 
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See how quickly it mixes with 
skim milk, how good it tastes. 
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Journal A.M.A., 535 N. Dearborn St., Chicago 10 


NOTICE 


WANTED — ELECTROENCEPHALOGRAPHER TO ES- 
tablish department in 600 bed general hospital; Florida 
license required; part time percentage basis; extramural 
private practice likely necessary. Contact: Hospital Di- 
rector, Tampa General Hospital, Tampa 6, Florida. 
(Telephone 8-0711). 


WANTED—RESIDENT TO RENT HOME AND OF- 


fice; take over part time office practice southwest De- 
troit near expressway. Box 8239, % AMA. 


RESIDENCY WANTED 


| RESIDENCY WANTED ~OBSTETRICS-GYNECOLOGY ; 


first level starting July 1, 1959 in approved hospital; 
Belgian MD; straight internship Louvain; having suc- 
ceed ECFMG Qualification examination; good refer- 
ences. Box 7988, % AMA 


ASSOCIATE WANTED 


*ARTNER WANTED BY YOUNG PHYSICIAN $60,000 
general practice; New York City suburb. Write, stating 
qualifications, availability, military status to: Box 
$166, % AMA. 


WANTED GENERAL PRACTICE ASSOCIATE IN 
Oakland, California; excellent opportunity to take office 
in short time; no investment needed; good hospital 
facilities. Write to: Box 8255, % AMA. 


ASSISTANT WANTED 


WANTED — ASSISTANT OR PARTNER IN ACTIVE 
general practice; should be willing to take over in short 
time; upstate New York, population 50,000; area is 
agricultural, has good industries, excellent fishing and 
hunting, one college, two hospitals. Box 8153 B, % 


ASMA, 


PHYSICIANS WANTED 


WANTED — STAFF DOCTOR FOR SMALL CLINIC 
hospital; located at Payson, Arizona, in heart of fast- 
est growing residential, recreational area in state; year 
around trading area 2,500; rises to 8-10,000 May through 
October; 100 miles northeast of Phoenix on fine paved 
scenic highway, this clinic, operational two years, is 
expanding to 12 bed hospital, with facilities for further 
expansion at early date; one other physician in area; 
not connected with clinic; wonderful opportunity for 
large, rapidly growing private practice; situated at 
5,000 feet, Payson has fine year around climate, excel- 
lent for asthmatics, surrounding country wooded, 
abounding in fish and game; the proximity of Phoenix, 
14%% hours away over fine highway, gives country living 
with city conveniences close by; construction on new 
hospital wing should start within thirty days. Write to: 
Mrs. Edward W. Taylor, Secretary, Payson Clinic, Inc., 
Payson, Arizona, outlining personal and professional 
background. Cc 


| INTERNIST—OR GENERAL PRACTITIONER 


interest in internal medicine, for position of sta 

physician in new, completely equipped 250 bed general 
hospital in West Texas; pleasant climate all year 
round: excellent retirement plan, life insurance, annual 
leave, sick leave and other benefits; salary from $9,890 
to $12,770 depending on qualifications, with regular in- 
creases to $13,970 plus 15 percent specialty allowance 
to maximum of $16,000 if Board Certified. Apply: 
Personnel Officer, Veterans Administration Hospital, 
Big Spring, Texas. Cc 


PHYSI@CIAN—GENERAL PRACTITIONER TO PRAC- 
tice on his own in the same building in an established 
general practice which is too large for one doctor; this 
offer is in exchange for alternate covering of night calls, 
weekends, and vacation time; a Maryland license, con- 
genial, willing to work, adjustable to work in group 
practice, type of person is mandatory. Write: Box 
9344 C, % AMA. 


WANTED—PHYSICIAN TO JOIN MEDICAL STAFF 
of copper mining company in Arizona; duties consist of 
caring for employees and their families; basic salary 
plus extra income; if applicant does not have an Ari- 
zona license he should have a Basie Science Certificate 
in order to qualify for reciprocity; send personal and 
professional information to: Chief Surgeon, Morenci, 
Arizona. Cc 


PSYCHIATRIST FOR STAFF POSITION IN CIN- 
cinnati; exceptional opportunity for able psychiatrist to 
participate in expanding treatment, teaching and re- 

search program; salary upward from $12,000, depending 

on qualifications and experience. Write to: C. 0. 

Ranger, MD, 3009 Avenue, Cincinnati uh 

Ohio, 


Burnet 


(Continued on page 188) 
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Speed the exchange of ideas... 


How you solve medical problems 
can be of great aid and value to 
your medical community! All the 
more so, if you’re part of a teaching 
institution! With black-and-white 
or color films to record significant 


cases, you can view and review your 
work . . . explain technics to students, 
to county, state and national groups 
...and, through the exchange of 
ideas, help increase the sum total of 
medical knowledge. 


... with this precision 16mm 


CINE-KODAK K-100 CAMERA 


Medical motion pictures of the highest quality are easily 
within the scope of the K-100 Turret Model. It’s a beauti- 
fully made instrument. The film runs quietly, smoothly—40 
feet at one winding. And you have available a complete series 
of Kodak Cine Ektar Lenses. Any three lenses can be mounted 
on the turret for instant changing. Quick, easy loading. 


The Cine-Kodak K-100 Turret Camera is priced from $337 


(single-lens model from $299). 


For further details, see your 
Kodak photographic dealer or write: 


Prices are list, include Federal Tax where applicable, 


and are subject to change without notice. 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N.Y. 


Serving medical progress through Photography and Radiography 
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Kodak 
TRADEMARK: 


There's nothing so 

‘‘miserable’’ as a cold in June (or 
July or August, for that matter) and 
summer fun can get sidelined for the 
duration. But Rynatan keeps heads 
crystal clear all day or all night with 
one oral dose, provides a superior 
vasoconstrictor and two outstanding 
antihistamines in the Durabond® 


Principle of oral repository release. 


labules J suspension 


each 5 cc. of 
suspension contains: 
5.0 mg. 


te 12.5 ma. 
12.5 mg. 


each tabule 
contains: 
25.0 mg. phenylephrine tannate 
37.5 mg. prophenpyridamine tanna 
37.5 mg. pyrilamine tannate 


IRWIN, NEISLER & CO. DECATUR, ILL. 


TONICS AND SEDATIVES 
ee 


In this space will be published anec- 
dotes submitted by physicians concern- 
ing their practice or people in general. 
Contributions for “My Favorite Story” 
are welcome. 


My Favorite Story 


A rather eccentric old lady told a neigh- 
bor confidentially that she kept her money 
hidden at home in a coffee can. 

“But,” said the neighbor, “you know, of 
course, that you are losing on your in- 
terest.” 

“Oh, no, I’m not,” said the little old 
lady. “I’m putting away a little extra just 
for that.” 

The other night over a cocktail, a rather 
mild friend of ours proudly told us that he 
had delivered a crushing blow to one of his 
most bitter enemies. Amazed by this state- 
ment, we inquired whether he had physi- 
cally attacked the man. 

“Much more subtle than that,” he replied 
smugly. 

After another drink and more conversa- 
tion, he finally confessed to what he had 
done. “This afternoon,” he said, “I mailed 
each of his four small children a package of 
100 crayons.” 


While on the subject of parades, this 
actually occurred at an American Legion 
convention parade. As usual the banners 
displayed the legion post number of each 
group. But a small puppy stole the show. 
He galloped happily along between the 
columns, bearing a sign, “Any Old Post 
Will Do.” 


Quotes of the Week 


A high school freshman was telling her 
family about the biscuits she had made 
that day in her home economics class. 

“Do they let you eat what you cook?” 
her mother asked. 

“Let us,” she roared. “They make us!” 

At an ice plant in a Western town there 
are a number of slots which take coins of 
various denominations and in return dis- 
pense ice of various kinds. Directions are 
printed over each slot. 

However, in the center is a large sign 
which reads: “When all else fails, try 
reading directions.” 


There is one thing to be said about ig- 

norance—it sure causes a lot of interesting 
arguments. 


(Continued on page 192) 
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“SHAY MEDICAL AGENCY 


55 E. Washington Street 
Chicago 2, Illinois 
Service of Distinction since 1914 
ALLERGIST: up in beautiful lake 
coun Chicago and Milwaukee; 
plan, life and disability in- 
nee, post-graduate time, 


ural etc 
Ass’ MEDICAL (a) interest in 
the th the medi- 


cal aspects of proprietary Sharmeanention# 
rather than in clinical practice of medi 
have pleasant extrovertive porenery with a general 
liking for people, ay work in group and no 
objections to travel; to $15,000, liberal benefits (b) 
Home office, Insurance company, East, 6-man depart- 
mont, no practice, regular hours, $10 
minim 
CHIEF PROFESSIONAL SERVICES: a chronic dis- 
ease hospital, New England, 
CONSULTANT in Consulting Bureau Editorial Depart- 
ments, gr — medical reference book publishing 
hysician with definite and curious 
interest in medical literature, 5-day week 
Medical Education &R Research, new program 
for doctor with 477 background in research, metro- 
politan area MW, to $20, 
ENT. Qualified in wadevseny. to $15,000, rtunity t 
as full partner from start. wit jout 


GENERAL PRACTICE: (a) Full-time association with 
two physicians specializing in industrial medicine; 
MW; $13,500, future percentage, own practice per- 
mitted and encouraged (b) va. to concentrate on 
obstetrics and pediatrics, to $18,000 with advancement 
and unlimited future, fast growing city in interior 
Sresha, 4-man group established 30 years, 9 


INDUSTRIAL: (a) Physician for new and enlarged 
medical department of expanding company special- 
izing in solid propellant rocket motors, ground floor 
opportunity, excellent opportunities for future, Rocky 
Mountain area (b) Company engaged in manufacture 
of missiles and missile component, New England, de- 
velop comprehensive medical program including coun- 
cane ane implementation of program for employee 

uca 

INTERNIST: Clinician to work in medical headquarters 
= ope eastern oil company, full-time, no week-ends, 

0 $14,500, excellent benefit: 

MEDICAL’ DIRECTOR: For 70-bed hospital and well 
known company employing over 2000; applicant must 
well developed sense of public relat ions, fee-for- 

e basis with minimum guarantee 

PEDIATRICIAN: $15,000 start, group now occupying 
ote 50. 000 c t hospital f M 


» won- 
ul huntin "and fishing country 
PHARMACEUT AL: Small MW company with unusual 
research and facilities; special knowledge of 
enzymology or of laboratory procedures especially de- 
sirable, creative thinking,  aeengness to travel, writing 
ability are factors upon hich candidates will be 
aperenes. to $14,000 initially, fringe benefits 
PHYSICIAN: with interest in blood bank work, oppor- 
tunity for research, eventually can become Associate 
Director to present Medical Director of large Ilinois 
PSYCHIATRIST: Pacific 
hospitals available, salary ($1 
the 


Northwest, large clinic, 2 ex- 
1900 month) first 


n for Diagnosis, academic 
clinical work, teaching, research, 


Southwe: 

SURGEON: Partnership —_ Internist, progressive smal! 
city MW, salary & percentage—can be $15,000 first 
year, fully accredited "hos pital in town 


Upon request one of our applications will be mailed to 
you. Write us today—a post card will do. 


ASSOCIATE WANTED — SURGEON-GENERALIST 
owns new fully equipped clinic, town of 1,500; large 
territory; applicant’s primary interest must be general 
practice and obstetrics; excellent opportunity to learn 
and do surgery as desired ; large established solo prac- 
tice, salary open with early partnership. Otto Hartig, 
Downs, Kansas. Cc 


WANTED—QUALIFIED PHYSIATRIST FOR LARGE 
modern rehabilitation department in the University of 
Alberta Hospital, Edmonton, Alberta, Canada; over 
1,000 beds; hospital board encoura,yes private enterprise 
type of practice. Apply to: Superintendent in first letter, 
giving curriculum vitae, references and income ex- 
pected. Cc 


ASSOCIATE OPHTHALMOLOGIST WANTED TO AS- 
sume responsibility in well established second office; 
new contemporary medical building; office fully staffed 
and equipped; active surgery; no investment needed; 
remuneration open; exceptional opportunity. Malcolm 
A annel, MD, Doctors Building, Minneapolis 2, 
Minnesota. Cc 


WANTED—PSYCHIATRIST FOR ACUTE INTENSIVE 
service with large turnover to assist in the supervision 
of treatment program and research activities ; Si 
$9, 890 to $11,355 depending on 15 
tional pay if Boarded. Write: Charles Thomas, 
Director, Professional Services, Vawate Administra- 
tion Center, Dayton, Ohio. Cc 


ANESTHESIOLOGIST WANTED—BOARD ELIGIBLE 
minimum, for new 50 bed southern California hospital 
to head department ; fee for service basis; no investment 
necessary ; 5 ee surgeries per month 11 Contact: 
R. Zweig, MD, J. P. Alexander, Administrator, 

Parkview ‘Memorial. Hospital, Riverside, California, 


SURGICAL HOUSE PHYSICIAN REQUIRED IMME- 
diately; salary $525 without living quarters; work only 
every third night and every third weekend; physician 
with knowledge of English; near large metropolitan 
areas and beaches, Apply to: Executive Director, Kent 
General Hospital, Dover, Delaware. Cc 


GENERAL PRACTITIONER TO JOIN THREE GEN- 
eral practitioners in group practice; partnership avail- 
able after Ist year; group associated with hospital next 
door; located halfway between Baltimore and Wash- 
ington in rapidly growing community. Contact: Warren 
Clinic, Laurel, Maryland. Cc 


(Continued on page 192) 
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NOW... 
AROUND -THE-CLOCK 
CONTROL OF APPETITE 


NEW 
DIN 
ETS 


A PROLONGED-ACTION 
DOSAGE FORM 


Clinical experience has long established 

PRELUDIN as an antiobesity agent distinguished 

by its efficacy and its relative freedom 

from undesirable side actions. Now, convenience 
is added to reliability in ENDURETS... ; 
a specially devised long-acting pharmaceutical form. 

Just one PRELUDIN ENDURET (75 mg.) tablet 

after breakfast curbs appetite throughout the day, 

in the vast majority of cases. 


PRELUDIN® (brand of phenmetrazine hydrochloride) ENDURETS'*™ 

Each ENDURET prolonged-action tablet contains 75 mg. of active principle. 
PRELUDIN® is also available as scored, square, 

pink tablets of 25 mg. for 2 to 3 times daily administration. 

Under license from C. H. Boehringer Sohn, Ingelheim. 


ENDURETS is a Geigy trademark. 


Ardsley, New York 
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In Common Infections... 


Clinical Effectiveness of 


Gar bronctie) 
iMdections, 


CYCLAMYCIN is dependable, effective therapy in infections 
caused by most gram-positive pathogens, including many 
strains of staphylococci; also some gram-negative pathogens. 


CYCLAMYCIN has been found to be exceptionally well toler- 
ated. Serious reactions due to sensitization or toxicity are 
rare. Effects on normal gastrointestinal flora are minimal. 


References: 1. Isenberg, H., et al.: Antibiotics Annual 1958-1959, Medical Encyclopedia, Inc., pp. 
284-286. 2. Kaplan, M.A., and Goldin, M.: tbid., pp. 273-276. 3. Koch, R., and Asay, L.D.: J. 
Pediatrics 53 :676-682 (Dec ) 1958 4. Leming, B H., Jr., et al.: Antibiotics Annual 1958-1959, Medical 
Encyclopedia, Inc.. pp. 418-424. 5. Loughlin, F_H., et al.: Ibid., pp. 268-269, and 333-334. 6. Mellman, 
W.J., et al: Ibid., pp. 319-326. 7. Olansky, S., and McCormick, G.E.. Jr.: ibid., pp. 265-267. 8. 
Shubin, H.. et al.: Antibiotics Annual 1957-1958. Medical Encyclopedia, Inc, pp. 679-684. 9. Wenner- 
sten, J.R.: Antibiot. Med. & Clin. Therap. 5:527-532 (Aug.) 1958. 
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... Dependable Clinical Response 


Triacetyloleandomycin in Common Bacterial Infections 


80% 


50% response 


t 


Rapid and complete Slower or less 
response complete response 


Data based on 779 cases reported in the literature'* 


a “workhorse mycin” for common infections 


CYCLAMYCIN 


Triacetyloleandomycin, Wyeth 


Supplied: Capsules, 125 and 250 mg., vials of 36. Oral Suspension, 
125 mg. per 5-cc. teaspoonful, bottles of 2 fi. oz. 


191 
x 
meta | 
= 
> 
e 
: 
i, 
Philadelphia 1, Pa 
~ 


CONSTIPATED 
BABIES 


PEX) 


It’s not a drug—it’s a food supple- 
ment. It helps nature function nor- 
mally by promoting favorable acid- 
uric bacteria in the lower tract and 
creates and maintains soft natural 
stools. 

Malt Soup Extract is a non-dia- 
static barley malt extract neutralized 
with potassium carbonate. It’s harm- 
less and, when necessary, can be 
given over a long period of time 
without any side effects. It causes no 
inflammation, no gas pains and re- 
stores a normal acid condition in the 
lower tract. 

For babies two tablespoonfuls of 
Malt Soup Extract is added to the 
formula. For children two table- 
spoonfuls in milk (children love it) 
twice a day or use it on cereals or in 
fruit juice. 

Some physicians prefer the liquid 
form. Many like the mild tasting, 
easily handled powder form. Both 
are available at drug stores coast 


to coast. 
oz. and 16 oz. bottles 
We will be glad to send you 
clinical samples of powder and (or) liquid. 


BORCHERDT 
COMPANY 


217 North Wolcott Avenue 
Chicago 12, Illinois 
In Canada, Chemo Drug Co., Ltd. 
Toronto, Canada 


Borcherdt Company BaC 1 
217 N. Wolcott Ave., Chicago 12, Ill, 


Gentlemen: Please send me sample of Malt Soup 
Extract (1 Powder () Liquid) and literature. 


M.D. 


Addr: 


City lone. State. 
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TONICS AND SEDATIVES (Continued) 


Soon after arriving in the United States, 
a Hungarian youth who had taken part in 
the uprising of 1956 was a panelist on a 
college discussion program. Later the mod- 
erator entertained some of the young peo- 
ple at his home. A couple of Democrats in 
the group started to vigorously denounce 
the present administration. 

The amazed Hungarian whispered to 
his host, “Is this the American under- 
ground?” 


A wolf is a man who believes in life, 
liberty, and the happiness of pursuit. 


Anyone who has time to look for a four- 


leaf clover needs to find one. 


An antique is an object that has made a 
round trip to the attic. 


There is one thing about the young— 
they are always ready to give those who 
are older the full benefit of their inexperi- 


To Whom It May Concern 


Public announcements with the intention 
of providing necessary information to the 
world at large often provide an equally 
necessary chuckle, As to which category 
the following announcements belong in, 
only you can decide. 


Rule one in the bylaws of a children’s 
club reads: “Nobody acts big. Nobody acts 
small. Everybody acts medium.” 

© 


From the London Economist: “We regret 
that owing to a misunderstanding about a 
last minute correction the paragraphs of 
our lead article last week were printed out 
of order. We apologize to those of our 
readers who thought our facts even less 
coherent than usual. Those who noticed 
nothing possibly owe us an apology.” 


From a small midwestern newspaper: “To 
our friends and neighbors—the inconvenient 
half hour of interrupted electric service in 
our neighborhood last night was caused by 
equipment failure or an act of God and not 
by either of our sons. We know and we can 
prove that both boys were home in bed at 
the time, so please do not knock on our 
door with complaints.” 

Another newspaper notice: “The volun- 
teer fire department will blow the siren 
fifteen minutes before the start of each 
fire.” 

Another newspaper states: “St. Joseph’s 
and Oak Grove cemeteries will be closed 
November 15 for the winter. Residents of 
this area should take due notice and govern 
themselves accordingly.” 


(Continued on page 194) 
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The 
Medical 
Bureau 


900 North Michigan Avenue 


ISTRATION: (A21) Exp adm to dir 300- 
long tenure; $25,000 
ANESTHESIOLOGY: (B73) Ass’t; teh’a hosp; 
own, Ca 
FOREIGN: (B53) GPs, Board 
ath, rad, Rit: att of 6b 


660 
GENERAL PRACT ICE: 


Chicago 


n group; in 
fairl divided ‘other * $14,000 15,- 
000 2nd; min $16, Alaska. slehcted 
INDUSTRIAL: "(€26} Med dir; serve as gen mor & sup- 

jocated in Los » Flori - 
wick, British Cotumbi aa." Now Grose 
INSURANCE MEDICINE: (K59) Ass’t med dir ige co; 
INTERNAL MEDICINE: (H47) Ass’n Board man, 
, prof med; partner oppor; univ city; So. (H48) 
he sisi int med; diag dept Ige indus co; NYC. 
Fayed n pract study & 
is; univ 
NEUROSURGERY: (133) hae Board NS; med school 
ci partner oppor. 
Young oph-oto; ass’n {4-man group; univ 
oBsT Trice. GYNECOLOGY: (88) Young Board qual; 
32. roup; univ city, oppor. 
PATHOLOGY: 475. -bed %, 


SW; 
(L38) Dir & Assoc 
350,000 net annum for dir; $35, 


PEDIATRICS: Quai to dept, 18-man clinic; 
city of half million; 2 med schools; 


tow sc 

RADIOLOGY: (R84) Dir dept new 250:bed “hosp: salary 
or % of gross or net; comes ceraety over $35,000 net; 
po ba 100,000; W. (R83) Dir dept 350-bed hosp: 

rads; Calif. 
: (U67) Young Board surg to succeed chief 

group; Ca 
(W54) Ass'n 4i-man group estab univ 


Please send for our Analysis Form. 


Burneice Larson DIRECTOR 


PEDIATRICIAN AND GEN- 
eral practitioner to complete group in established 40 
bed hospital ond clinic located in Texas town of 50, 
population 26 miles from coast; first year salary and 
then either salary, ownership or percentage. Box 
9336 C, % AMA. 


OPPORTUNITY FOR A UROLOGIST WHO HAS RE- 
cently completed an approved residency, to perform his 
two year period of practice in the Veterans Administra - 
tion Hospital, Phoenix, Arizona; excellent consultants, 
active service; initial stipend $9,890. Address ines 
to Manager. 


WANTED—YOUNG FAMILY PHYSICIAN TO ESTAB- 
lish own practice but share office space and civerage 
with 34 year old family physician; 3,000 population; 
30 miles from Detroit; new office, new hospital, new 
schools, community environment very conducive for 
family living. Box 9351 C, % AMA. 


OBSTETRICIAN - GYNECOLOGIST — 
nine man group; association with Board fee com 
midwest; non-industrial, rapidly growing com- 
munity; prosperous of" income territory ; roved 
hospitals; guaranteed income to 
membership. Box 7802 C, % A 


GENERAL PRACTITIONER NEEDED TO TAKE OVER 
fully equipped clinic in ocean side resort community 
southwestern Washington State; new hospital fully 
equipped 4 m; Pe staff; association, lease or sale 
can be arranged; will introduce to large active prac- 
tice. Box 9358 C, % AMA 


SURGEON—CALIFORNIA LICENSED; GENERALISTS 
with wy — combined practices ‘seek outstanding 
general n for their town; will offer salary if de- 
sired. ‘Continental: -Pacific Coast Medical ya 


oy. § 5! Street, Los Angeles or Suite | 
arket, San Francisco 3. 


INTERNIST—OPENING JULY, 1959; BOARD CERTI- 
fication not required; active GM&S hospital; salary 
range $9,860 to $16.00 depending on qualifications ; 
excellent fringe benefi Apply: Manager, Veterans 
Administration Hospital, poglar Bluff, Missouri. c 


ENDOCRINOLOGIST-BIOCHEMIST, MD TO BECOME 
director of biochemistry laboratory at 400 bed general 
hospital*+ with medical school ar appointment ; 
duties to include teaching, research will be encouraged ; 
large eastern city. Box 9340 C, % AMA. 


WANTED—GENERALIST; UNDER 35; TO ASSOCIATE 
with young family physici an in central New Jersey 
resort town of 17,000; full time laboratory technician 
employed; must be psychosomatically oriented; salary 
very high to start. Box 9331 C, % AMA. 


PHYSICIAN WANTED—GENERALIST; LOCATE IN 
small town; will turn over large obstetric practice to 
qualified doctor; nothing for sale; doctor desires semi- 
retirement; 20 minutes to open staff hospital. Dr. Kirk- 
sey, Mulberry, Arkansas. Cc 

GENERAL PRACTITIONER WANTED — TO JOIN 
group in thriving northern Minnesota pommeantty with 
a new modern hospital. Dex 9330 C, % A 


(Continued on page 200) 
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1 “Deformity in rheumatoid arthritis 
™ develops in two stages. The most 
obvious is joint destruction. 
But even earlier... 
muscle spasm...has insidiously 
started to lead to deformity.” 


in rheumatoid arthritis... 


PARAFON 


with PREDNISOLONE 


provides spasmolytic, 
anti-inflammatory, and 
analgesic action 


dosage: One to two tablets three or four times a day. 
supplied: Tablets, scored, buff colored, bottles 
of 36. Each tablet contains PARAFLEX® Chlorzoxazonet 
125 mg.; TyLENOL® Acetaminophen 300 mg.; and 
Prednisolone 1.0 mg. 
precautions: The precautions and contraindications 
that apply to all steroids should be kept in mind 
when prescribing PARAFON WITH PREDNISOLONE. 


1. Swanson, J. N.: Canad. M. A, J. 79:638 (Oct. 15) 1958. 


McNEIL LABORATORIES, INC « PHILADELPHIA 32, Pa, 


*Trade-mark 7U.S, Patent Pending 265459 
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dermatitis 


. 


.. . whether the dermatitis 
is wet or dry, acute or chronic, 
there's nothing better than an 
AVEENO Colloid Bath to 
provide effective, soothing relief. 


if it's wet. 


AVEENO 
Colloidal Oatmeal 
COLLOID BATHS 
reduce inflammation . . . 


relieve pruritus .. . 
mildly drying for wet dermatoses. 


AVEENO Colloidal Oatmeal is 
available in 18 oz. and 4 Ib. boxes. 


if it's dry 


AVEENO 
“OILATED”’ 
COLLOIDAL EMOLLIENT BATHS 


(soothing colloidal oatmeal 
plus 35% emollient oils) 


lubricate the skin... 
soften dry, crusted lesions. 


AVEENO ‘‘OILATED’’ colloidal 
oatmeal is available in 10 oz. cans. 


AVEENO CORPORATION New York 19, N. Vv. 
Pioneers in Ethically Promoted Colloid Baths 
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TONICS AND SEDATIVES (Continued) 
My Get-Up and Go Has Got Up and Went 


How do I know that my youth is all spent? 

Well, my get-up and go has got up and 
went. 

But, in spite of it all, | am able to grin 

when I think of where my get-up has 
been. 


Old age is golden, so I’ve heard it said, 

but sometimes I wonder on going to bed, 

with my ears in a drawer and my teeth 
in a cup, 

my eyes on a table until [ wake up. 


Ere sleep dims my eyes I say to myself, 

“Is there anything else [ should have laid 
on the shelf?” 

I am happy to say, as I close the door, 

my friends are the same—perhaps even 
more. 


When I was young, my slippers were red. 

I could kick up my heels way over my 
head. 

When I became older my slippers were 
blue, 

but I still could dance the whole night 
through. 


Now I am old, and my slippers are black, 

I walk to the store and puff my way back. 

The reason I know that my youth is all 
spent 

is, my get-up and go has got up and went. 


I really don’t mind when [ think with a 
grin 

of all the grand places my get-up has been. 

Since being retired from life’s competition, 

I busy myself with complete repetition. 


I get up each morning, dust off my wits, 

pick up the paper, and read the “Obits.” 

If my name is not there, I know I'm not 
dead, 

so I get a good breakfast and go back to 
bed. 


—Anonymous. 


D. 


J.A.M.A., June 20, 1959 


Official A. M. A. Auto 
INSIGNA 


Distinetively the sign of a 
licensed practitioner of medi- 
cine. Embodies the Aescula- 
pian staff, the green cross, 
the initials “M.D.” in du- 
rable hard-fired vitreous en- 
amels and gildine metal. Copy- 
righted. numbered, registered. 
Attaches to edge of license 
plate with clamp bracket, Sold 
to A.M.A. members only. Price 
$3.50. ( Complete.) 


535 N. Dearborn St., Chicago 10 


American Medical Associati 


“My son is working his way through medical school—and I’m the one he’s working!” 


| 
BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
Tuckahoe, New York 
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‘OR TENSION INSOMNI 


Two MEPROTABS before retiring 


e insure restful, uninterrupted sleep 
e insure alert awakening 


e insure a tranquil mind and relaxed body 


MEPROTABS are 400 mg. meprobamate tablets, coated, white, and 
unmarked, to make name and type of medication unidentifiable to your 


patient. Meprotabs are pleasant tasting and easy to swallow. 


Meprotabs 


contains the original meprobamate, discovered and introduced by 


WALLACE LABORATORIES, New Brunswick, N. J. 
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The hypertensive under treatment is frequently burdened 
with side effects of therapy including states of depression, 
fatigue, and lethargy. He finds little joy left in his life 
and laughter is almost a forgotten experience. 


With RAUTENSIN and RAUVERA, two unique and depend- 
able antihypertensive agents, patients feel better, have a 
brighter outlook and blood pressure is reduced from 
dangerously high levels. 


N in mild hypertension 
blood pressure L | RAUTENSIN provides smooth antihypertensive action with 


no sudden rebounds or abrupt declines, and can be given 
over long periods of time without impairing mental alert- 


1S controlled ness, producing excessive lethargy or drowsiness. When 


Z tachycardia is present, RAUTENSIN slows heart rate 10 to 
effectivel 15 per cent. RAUTENSIN is less likely to cause mental 
4 1 . 
depression than reserpine.’ The apprehensive hyperten- 
sive is calmed, yet side actions are “.. . either completely 
absent or usually so mild as to be inconsequential.’”* 


RAUTENSIN 


each tablet contains 2 mg. of the purified alseroxylon complex of 
Rauwolfia serpentina 


Dosage: For the first 20 to 30 days, 2 tablets (4 mg.) once daily, 
at bedtime. Thereafter, a maintenance dose of 1 tablet (2 mg.) 
daily will suffice for most patients. 


in moderate to severe hypertension 


RAUVERA produces smooth and steady antihypertensive 
action which persists over the entire twenty-four hours 
without peaks and valleys ... no “saw tooth” effect. 
Patients show a marked subjective as well as objective 
improvement with a significant drop in blood pressure, 
yet with a very low incidence of side effects.* Abrupt rise 
in blood pressure does not occur even when therapy is 
interrupted.* Tolerance does not develop on prolonged 
administration. Sensitization reactions or postural hypo- 
tension are very rare. Headaches, fatigue, insomnia and 
“heart consciousness” rapidly disappear, leaving the 
patient feeling well and asymptomatic. 


RAUVERA 


each tablet contains 1 mg. of purified alseroxylon complex of Rauwolfia 
serpentina and 3 mg. alkavervir (Veratrum viride fraction) 


Dosage: One tablet 3 or 4 times daily, ideally after meals, at intervals 
of not less than 4 hours. 


1. Moyer, J. H.; Dennis, E., and Ford, R.: Arch. Int. Med. 96:530, 1955. 
2. Terman, L. A.: Illinois M. J. 3:67, 1957. 

3. La Barbera, J. F: M. Rec. & Ann, 50:242, 1956. 

4. Bendig, A.: New York J. Med. 66:2523, 1956. 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska - Peterborough, Canada 
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patients have received 


Madribon 


highly acclaimed because of its 90% effectiveness... 
widely accepted because of less than 2% side effects 


IN RESPIRATORY AND OTHER INFECTIONS — In more than 15,000 reported 
cases, Madribon has demonstrated remarkable effectiveness, characterized by rapid 
control of symptoms and disappearance of inflammation and infection. The action 
of Madribon is rapid and sustained, with minimal side effects. 


IN CHRONIC INFECTIONS — Because it can be administered economically over 
long periods of time, Madribon is particularly useful in chronic bacterial infec- 
tions. Even when Madribon was administered for as long as twelve months in a 
substantial number of reported cases, it was found to be well tolerated. 


NEW 


Madrigid 


the 125-mg capsule form of Madribon 


Whenever q.i.d. dosage is desirable 


The fastest growing antibacterial bibliography: 
1. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 
53-56, Feb. 1959. 2. J. C. Elia, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 61-64, Feb. 1959, 
3. E. H. Townsend and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Ency- 
clopedia, Inc., 1959. 4. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, Antibiotic Med. & 
Clin. Therapy, 6: (Suppl. 1), 32-39, Feb. 1959. 5. S. Ross, J. R. Puig and E. A. Zaremba, Anti- 
biotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 6. H. P. Ironson and 
C. Patel, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 40-43, Feb. 1959. 7. T. D. Michael, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 57-60, Feb. 1959. 8. W. A. Leff, Antibiotic Med. 
& Clin. Therapy, 6: (Suppl. 1), 44-48, Feb. 1959. 9. J. F. Glenn, J. R. Johnson and J. H. Semans, 
Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 49-52, Feb. 1959. 10. W. P. Boger, Antibiotics 
Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959. 11. B. A. Koechlin, W. Kern and 
R. Engelberg, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 22-31, Feb. 1959. 12. R.J. Schnitzer 
and W. F. DeLorenzo, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 17-21, Feb. 1959. 13. R. J. 
Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. Biol. & Med., 
99:421, 1958. 14. W. F. DeLorenzo and R. Russomanno, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 14-16, Feb. 1959. 15. B. Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: 
(Suppl. 1), 3-10, Feb. 1959. 16. W. F. DeLorenzo and A. M. Schumacher, Antibiotic Med. & 
Clin Therapy, 6: (Suppl. 1), 11-13, Feb. 1959. 17. O. Brandman, C. Oyer and R. Engelberg, 
J. M. Soc. New Jersey, 56:24, Jan. 1959. 18. L. O. Randall, R. E. Bagdon and R. Engelberg, 
Toxicol. & Appl. Pharmacol., 1:28, Jan. 1959. 


MADRIBON®— brand of sulfadimethoxine (2,4-dimethoxy-6-sulfanilamido-1,3-diazine) 
MADRIQID™™: 


ROCHE® 


ROCHE LABORATORIES « Division of Hoffmann-La Roche Inc + Nutley 10 + N. J. 
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In eczematous dermatitis with secondary infection creme anv votion pH 5.0 
COR-TAR-QUIN"’ 


HYDROCORTISONE * STAINLESS TAR * DIIODOHYDROXYQUINOLINE 
IN ALUMINUM ACETATE VEHICLE 


Cor-Tar-QuIn is especially effective in those derma- 
toses where an inflammatory reaction is accompanied 
by increased scaling, lichenification, and secondary 
infection. 

Combined hydrocortisone-coal tar therapy pro- 
duces an enhanced antipruritic, anti-inflammatory 
response and diiodohydroxyquinoline is fungicidal as 
well as bactericidal. The Acid Mantle creme base of 
Cor-TAR-QuIN helps restore and maintain normal 
PH of the skin. Relief is prompt and lasting. 


Sig: Apply b.i.d. ¥2 0z., 2 0z., and 4 oz. tubes with 
either 0.5% or 1.0% hydrocortisone 


also available without the stainless tar, as CORT-QUIN™ CREME pH 4.5 
A MOST TRUSTED NAME IN DERMATOLOGICALS oy 
DOME CHEMICALS INC. | 
125 West End Avenue, New York 23, N. Y. ay 
665 N. Robertson Blvd., Los Angeles 46, Cal. 


2765 Bates Road, Montreal, Canada 


ber of locations available for all specialties and general 


(Continued from page 192) | SOUTHERN CALIFORNIA—WE HAVE QUITE A NUM- 


LOCUM TENENS — CALIFORNIA; SEVERAL GOOD 
openings for California licensed generalists; some with 
housing. Continental-Pacific Coast Medical Bureau, 
agony. 510 W. 6th Street, Los Angeles or Suite 1404, 

703 Mar' 

WANTED—BOARD ELIGIBLE OB-GYN MAN UNDER or Certified; as assistant, leading to partnership, by 
40 to association with growing partnership in central ae Certified ophthalmologist ; age 40; guarantee 
Florida; excellent office and hospital facilities; Florida $1° 000 to start; west side ¢ Cleveland, Ohio. Box 9359 C, 
license essential; letter with requested | AMA, 
prior to interview. Box 9354 C, % AMA. WANTED—PSYCHIATRIST FOR PRIVATE MENTAL 

WANTED CAMP PHYSICIAN; maar GIRLS’ hospital located in Boston; Mondays through Fridays 
camp; June 29 to August 24. Wri A, Gans, 27 inclusive; salary and eccommodations will be discussed. 
James Street, Brookline, FN arse Cc Please re ply to: Box 9338 C, 


INDUSTRIAL TOXICOLOGIST 


Toxicologist with graduate degree. Ph.D. preferred. oe sactaes toxi- CLASSIFIED 
cological activities of large manufacturer of chemicals and plastics 
which are utilized in practically all industries including food, drug, ADVERTISING 
and packaging fields. Industrial experience in dealing with govern- BRINGS 
mental agencies desirable. 
Salary commensurate with education and experience. RESULTS 
Address replies to Box 9366 C, c/o AMA. 


oe practice. Write: H. B. Mortimer, Box 227, La 
anada, California. c 


practice in new and proposed buildings in groups; not | 
| ASSOCIATE OPHTHALMOLOGIST WANTED-—BOARD 


| 
ket, San Francisco 3. c WANTED—OPHTHALMOLOGIST; BOARD ELIGIBLE 
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J.A.M.A., June 20, 1959 


OUR 63RD YEAR 


WOOD WAR 


FORMERLY AZNOES 
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ANESTHESIOLOGY: (a) Assn, 500- tn 
n 
Ba "spe specialists ; 


$ ; ate 
PRACTICE. ih) Assn, hsp orp, “& foundation 
el $15, ai later partner; SW. (i) To do ofe GP 
Bd Surg; oppor net $18-22,000; 
INDUSTRIAL’ Ry (w) Develop extensive med 
prog mplys dg co; NE. 
INT RWAL MEDI INE: (t) Assn 
estd; oppor to $20,000; prtnr, 3rd yr; MW. (u) Assn 
it man erp; $12,000; participate profits, after Ist yr; 
%, 2-3-4-5, th partne 
OALR: (m) Oph; Dipl ; 11 man 
$15 , increasg % @ each yr; prtnr, Sth Yr; PacNW 
8 = long estab’d; oppor 
a 


: FACS—exel hsp & 
tchg connections ; $15,000; then prtnr; Hii. 

ORTHOPEDICS: (k) Bd elig, univ hsp trnd; hd newly 
created dept: 25 man grp w/high standards, estd '45; 
new cl bidg; 400 oom daily; unlimited oppor; Ige 

univ med schi oy. Central. 

PATHOLOGY : (fr) One quald dir dept, 500 bd, fully- 
apprvd, geni hsp; we cancer prog; ige city, famous 
hith, resort area; 

PEDIATRICS: (0) divi or Elig; assn, 22-man prtnr- 
orp; fee-for-serv basis w/$15,000 Ist yr; 

later prtnr; ige city, sevi med schis; MW 

RADIOLOGY: (k) 500 bd, med-schi-afi 
dept; equipmt includes rot cobalt; 

STUDENT HEA 


elig men, estd 39; $15,000; early prtnr; MW 
PLEASE SEND FOR AN ANALYSIS FORM SO WE 
MAY PREPARE AN INDIVIDUAL SURVEY FOR YOU 
We offer you our best endeavors—our integrity—our 63 
year record of 
STRICTLY CONFIDENTIAL 


WANTED—TWO THIOUSE PHYSICIANS FOR A NEW 
200 bed general hospital to start September 1, 1959; 
good salary and full maintenance. Apply: Adminis- 
trator, Sacred Heart Hospital, 9th and Wilson Streets, 
Chester, Pennsylvania. 


WANTED — WOMAN PHYSICIAN TO HELP WITH 
general practice, full or part time, temporary or per- 
manent; mainly obstetrics; non- operative, pediatrics, 
and office gynecology; terms open; can use immedi- 
ately. Box 9362 C, © i 


— CALIFORNIA, WASHINGTON AND 
Alaska; open. Continen- 
tal- Pacific ‘Coast Medical Bureau, Agency, 510 W. 6th 
Street, Los Angeles or Suite 1404, 703 Market, San 
Francisco 3. c 


DERMATOLOGIST — BOARD ELIGIBLE OR CERTI- 
fied needed to head department in thirty member spe- 
cialty group; liberal financial assistance; large southern 
city; membership after one year if mutually agreeable. 
Reply: Box 9341 C, % AMA. 


OLDER PHYSICIAN WILL RETIRE; NEEDS NOW 
I}linois licensed, qualified woman general practitioner 
single or married to doctor; large rural area; assistance 
given as needed; nothing to sell. Write to: Box 9328 C, 
% 


WANTED—YOUNG, GENERAL PRACTITIONER OR 
internist who desires group practice in rapidly growing 
community; greater a One area; salary or percentage 
basis. Write: Box 9354 C, AMA. 


OBSTETRICIAN-GYNECOLOGIST—CERTIFIED: UNI- 
versity trained; to head division in poe, of Certified 
members only; starting salary open; yi ay an. 
Forward curriculum vitae to: Box 9329 C, % . 


WANTED—EYE, EAR, NOSE & THROAT SPECIALIST 
to join hospital staff as chief of department; first year 
income estimated $50,000; excellent opportunity to in- 
crease; income based on fees. Box 9335 C, % AMA. 


DESIRE BOARD QUALIFIED INTERNIST TO PRAC- 
tice with small independent group of internists which 
operated complete diagnostic facilities; northwest Flor- 
ida. Box 9350 C, % AMA. 


Certified or Eligible; private practice Detro submit 
qualifications in first letter. Box 9 Cc, % 


PEDIATRICIAN — TO JOIN SOLO PEDIATRICIAN; 
Boards or Eligible; $1,000 per month start; full part- 
nership in two. years; southern California coastal city; 
send medical background. Box 9355 C, % AMA. 


NORTHERN NEW JERSEY — GENERAL PRACTICE; 
industrial city of 40,000; hospitals nearby; modern 
brick house with ae combined; no dermatologist in 
town, Box 9357 C, AMA, 


INTERNIST WANTED — 11 MAN GROUP; NORTH 
central Texas; excellent opportunity in well established 
clinic; town supported by diversified industry. Reply: 
Box 8174 C, AMA. 


GENERAL SURGEON WITH ORTHOPEDIC INTER- 
est—Central Nebraska 20! bed general hospital. Write: 
Manager, Veterans Administration Hospital, Grand 
Island, Nebraska. c 


ANESTHESIOLOGISTS WANTED —_FOR CENTRAL 
New Jersey private practice group; Boards or Boards 
Eligible. Reply: Dr. R. C. Turner, 776 Quinton Avenue, 
Trenton, New Jersey. Cc 
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WANTED — GENERAL PRACTICE ASSOCIATE IN 
western Montana; fishing, hunting, and skiing excellent; 
investment necessary. Lockridge Clinic, Eure 
Montana, 


WANTED — ORTHOPAEDIST TO ASSOCIATE WITH 
Board man in private practice, young, and must be 
willing to build up some practice; modern offices; mid- 
west. Box 9348 C, % AMA. 


WANTED—GENERAL SURGEON WHO WISHES TO 
develop his own private practice in midwest will be 
aided by established Board man in a surgical socleay 
field; excellent quarters. Box 9347 C, % AMA 


PEDIATRICIAN & INTERNIST—URGENTLY NEEDED 
by expanding group in Kentucky town of 25,000; early 
partnership. Box 7100 C, % AMA. 


THE VETERANS ADMINISTRATION HOSPITAL, 
Downey, Illinois and the Veterans Administration Re- 
search Hospital, Chicago, in collaboration with North- 
western University, announces a reorganized, inte- 
grated post-graduate training program in_ psychiatry 
approved for Board Certification; the facilities of eight 
participating hospitals and the departments, laborato- 
ries and clinics of the medical school will be fully util- 
ized for comprehensive courses in the neurologic sci- 
ences, basic and clinical psychiatry and psychoanalysis; 
progressive institutional and out-patient experience with 
supervision in the diagnosis and therapy of all forms of 
behavior disorders in children, adolescents and adults 
makes the three years especially rewarding; “4 
advantages offered are a physically attractive locale, 
scientifically stimulating university environment, mae 
couragement in personal psychoanalytic training, sub- 
specialization and individual research, and rich oppor- 
tunities for professional and academic advancement; 
salary range $3,250 to $9,800. For application forms 
or further information, apply to: Dr. Benjamin Boshes, 
Chairman, Department of Neurology and Psychiatry, 
The Medical School, Northwestern University, 303 

East Chicago Avenue, Chicago 11, Hlinois. 


CHIEF MENTAL HYGIENE CLINIC — VETERANS 
benefits office which operates outpatient clinic for 
Washington, D. C., and adjacent Maryland- Virginia 
area seeks Board Certified psychiatrist for full time 
chief; present staff includes 4 full time psychiatrists, 5 
pathologists, 3 psychiatric social workers; plans are 
under way for further expansion to include Day Care 
Program similar to Day Hospital; there are active 
teaching programs in psychiatric, surgical, medical and 
paramedical fields through university affiliations and 
regular consultant visits; full time appointment pre- 
cludes private practice, but leave for self education or 
for university association is encouraged; annual salary 
$13,058 to $16,000 de pending on qualifications ; addi- 
tional benefits include 30 days vacation, 15 day sick 
leave each year, plus good retirement and insurance 
plans; applicants must be U. 8. citizens and be licensed 
in one state or territory. Inquire: John W. Walsh, MD, 
Chief Medical Officer, 21st Street and Constitution Ave. 
N. W., Washington ‘25, D. C. é 


OPENING FOR BOARD ELIGIBLE OTOLARY NGOLO- 
gist in large eastern group; partnership opportunity in 
two man department, Box 8232 C, % AMA. 


WORLD HEALTH 
ORGANIZATION 


Palais des Nations 
Geneva, Switzerland 


he World Health Organization invites 

applications, which should be made with- 
in six weeks of the date of issue of this 
advertisement, for the post of Medical Offi- 
cer (Medical Education & Training) at its 
Headquarters in Geneva. 

Applicants must have a post-graduate 
qualification in medicine and have had sub- 
stantial experience in its practice. A post- 
graduate qualification in public health 
desirable. Experience in professional medi- 
cal education and especially in literary 
work are important additional qualifica- 
tions. 

The salary scale is US $8,750, rising by 
annual increments to US $11,000 per an- 
num, plus certain allowances. 

Further information regarding the duties 
of the post, terms of service, and applica- 
tion forms can be obtained by writing to 
The Chief of Personnel, World Health Or- 
ganization, Palais des Nations, Geneva, 
Switzerland, and marking the outside of the 
envelope “V.N.474”. Applications by letter 
in the first instance, giving brief details of 
the qualifications and experience. Only 
candidates who seem suitable will receive 
a reply. Those who applied in response to 
our advertisement for the post of Regional 
Adviser in Education and Training in Alex- 
andria need not apply. 
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GENERAL PRACTICE DEPARTMENT OF FIFTY WANTED—PSYCHIATRISTS; FULL TIME, FOR VET- 


man group seeking family practitioners for outpatient erans 


Administration Regional Office Outpatient clinic, 


and hospital care; own hospital; complete clinic staff Milwaukee, Wisconsin; position available for psychother- 
includes technician, nurses, administration; essential- apist in progressive mental hygiene clinic program, affil- 
ly all sub-specialties represented on staff with close lated with Marquette University Medical School; position 
cooperation; compensation negotiated depending on available for psychiatrist to conduct neuropsychiatric 
training and experience; rotate night and week-end examinations; starting salary $9,890 to $12,770, depend- 
duties; annual salary increments, group insurance, re- ing upon qualifications, plus 15% additional if Board 
tirement fund; four weeks paid vacation; postgraduate Certified; citizenship required; usual work week, 40 
studies and meetings, medical and hospital coverage; hours; paid vacations and holidays. Write: Manager, 
the same group has openings for additional personnel Veterans Administration Regional Office, 842 North 
in the following departments: pediatrics, dermatology, Water Street Milwaukee 2, Wisconsin. c 


ophthalmology, orthopedics and radiology. Box 8215 C, 


AMA. INTERNIST — PREFERABLY BOARD CERTIFIED; 


wanted for full time group practice in multi-union 


PROGRESSIVE STATE MENTAL HOSPITAL IN V ie labor clinic in Toledo, Ohio; special interest and train. 
ginia has openings for physicians at all levels; appli- ing in chest diseases desirable: first year’s salar 
cants must have Virginia license or be eligible to make clinician with Boards, $16,000, second year, $y 000, 
the Boards in Virginia; salary ranges are as follows; third, $18,000: without Boards, $13,000, y17-b0d. Ae 
junior physician, $8,400 per year to $9,168; staff physi- 000 respectively, with adjustment on completing $si.: 
cian $10,032 per year to $11,472 per year; chief of serv- benefits include hospital and surgical insurance for 
ice, $10,992 per year to $12,528 per year; this 4600 bed font expenses paid to medical meetings, vacations 
hospital is currently undergoing a building and remod- Write Medical Pirecter iving full details in- 
eling program; opportunities for research; we expect to currieulum vitae. W. oodruff Avenue. 
affiliate with the nearby medical school in the near fu- Toledo, x c 
ture. Write to: Dr. J. Kenworthy Ogden, Superintendent, 
aa 271, Petersburg, Virginia; send full resume with LARGE MIDDLE WESTERN GROUP SPECIALISTS 

rut les c desires association with orthopedic surgeon; attractive 

PATHOLOGIST. 200 BED GENERAL HOSPITAL EX- salary arrangement and partnership in three years; 


panding to 400 beds in August of this year; Board 
Certified man with at least 2 years hospital experience 
desired; pereeitave arrangement favored, Contact: Med- 
ical Center Hospital, P. O. Box 1631, Odessa, Texas, C 


candidates must be either Board Certified or ’ oe for 
Certification, Address: Box 8265 C, % AMA 


(Continued on page 204) 


STRAINS 
OF 


SPRAINS 


SWELLING, 
SORENESS, 
RESPOND 


VARIDASE 


Streptokinase-Streptodornase Lederle 


e REDUCE INFLAMMATORY 
REACTION... SPEED 
RECOVERY PROCESS 


e NOW, SIMPLE 
BUCCAL ROUTE 


ADMINISTRATION: VARIDASE 
Buccal Tablets should be re- 
tained in the buccal pouch 
until dissolved. For maximum 
absorption, patient should 
delay swallowing saliva. 


DOSAGE: One tablet four times 
daily usually for five days. 
When infection is present, 
VARIDASE Buccal Tablets 
should be given in conjunc- 
tion with an antibiotic such 
as ACHROMYCIN® V Tetracy- 
cline with Citric Acid. 


Each tablet contains: 
10,000 Units Streptokinase, 
2,500 Units Streptodornase. 


LEDERLE LABORATORIES 

A Division of 

AMERICAN CYANAMID COMPANY 
Pearl River, New York 

*Reg. U.S Pat. Off. 
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protects against 
hypersecretion - hypermotility 
hyperirritability - hyperemotivity 


anticholinergic / antispasmodic / tranquilizer 


A remarkably long-acting anticholinergic. Only one 10 mg. dose of 
new long-acting oxyphencyclimine controls hypersecretion and 
spasm® for 12 hours or more. In the most recent study at Cook 
County Hospital, investigators were impressed with its antisecre- 
tory effect, leading to prolonged periods of achlorhydria.* 51 out 
of 57 patients with various G.I. disorders were relieved of symp- 
toms on only 2 daily doses. 

Plus ATARAX —the antisecretory tranquilizer. Not only does ATARAX 
modify tension—its added antisecretory action*’~* augments the 
efficacy of oxyphencyclimine. The combination, ENARAX, freed 100 
out of 103 patients of G.I. symptoms.? Improvement was especially 
notable in cases of peptic ulcer, where the emotional factor figures 
so prominently. 

“Side reactions were uncommon....”* Selective postganglionic ac- 
tion on the G.I. tract minimizes side effects. Mouth dryness—the 
most common reaction—seldom reaches troublesome proportions. 
Each ENARAX tablet contains: Oxyphencyclimine HCl, 10 mg.; 
Hydroxyzine HCl (ATARAx®), 25 mg. 

Dosage: One-half to one tablet twice daily—preferably in the morn- 
ing and before retiring. The maintenance dose should be adjusted 
according to therapeutic response. Use with caution in patients 
with prostatic hypertrophy or glaucoma. 

Supplied: In bottles of 60 black-and-white scored tablets. 
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SUMMARY OF CASES 


Peptic ulcer 
Gastritis 


Gastroenteritis 
Colitis 37 
Duodenitis 6 
Functional bowel syndrome 14 - | 
Hiatus hernia (symptomatic) 16 1 
Pylorospasm or cardiospasm ll 
Irritable bowel ll | 
Biliary tract dysfunctions ll 
Miscellaneous 7 _29 


Total number of patients 


*Oxyphencyclimine alone — clinically effective in 87% after a year’s 
testing. 

t ENARAX (oxyphencyclimine plus ATARAX) —all successful cases in 

“excellent” category. 


THE G.I. TRACT 


(oxyphencyclimine plus ATARAX ©) 


ACID REDUCTION AFTER OXYPHENCYCLIMINE THERAPY 
Tests conducted in 9 representative ulcer patients after overnight fasts 
showed considerable reduction in both volume and acidity. 


Gastric aspiration Gastric aspiration after 
after overnight fast he overnight fast and 11 hours after 
without medication. 20 mg. oxyphencyclimine. 


Volume in mi. 


New York 17,N.Y. 
Division, Chas. Pfizer & Co., Inc. 


Science for the World’s Well-Being R 1. A.: Am. J. Gastroenterol., in press. 2. Leming, 
B. H., Jr.: Clin. Med. 6:428 1959. 3. McHardy, G.. rre Peper pre 


Postgrad: 
School of Med San F Calif., January as 1958. 4. Strub, I. H., 
and Carballo, A.: To be published. ‘s, Data in Roerig Medical Department fi 

To Schuller, E.: Gas. des Hopitaux 10: 301 
(Apr. 10) 1057. 8. Farah, L.: taternat. Rec. Med. 160:379 (June) 1956. 
®. Harrisson, J. W. E., et al.: Paper presented at the 4th Pan-American Con- 
gress of F ana sh D. C., 3-0, 1057. 


Clinical Diagnosis *Oxyphencyclimine**** TENARAX" 
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effective muscle stimulation 


ithout patient discomfort 


The MS-300 is ideal for electrical stimulation of enervated 
muscle tissue. This compact unit produces a modified 
square wave pulse with a width of approximately 500 
microseconds. Muscle contractions are obtained with vir- 
% tually no skin sensation. Pulse rate may be varied from 
». 1 to 85 per second to ‘insure the most effective therapy 
© for the condition being treated. Either individual con- 
tractions or a smooth tetanic contraction may be produced 
by simple adjustments of the rate control dial. Pulse width 
remains constant regardless of rate or amplitude changes. 


For complete information on the MS-300 see your local 
Burdick representative or write directly to the company. 


MILTON, WISCONSIN 


Dealers in olf principal cities 


J.A.M.A., June 20, 1959 


SPECIALISTS WANTED 
(BOARD CERTIFIED OR ELIGIBLE) 

For company operated hospital clinic in Saudi Arabia. 
OPHTHALMOLOGIST © PATHOLOGIST 
OTOLARYNGOLOGIST 
PEDIATRICIAN © RADIOLOGIST 
Salaries in range of $19,000, depending on as- 
signment, with definite opportunity to retain at- 
tractive percentage of gross. Liberal benefit pro- 
gram; modern family housing; plus educational 
and recreational facilities available. Write out- 

lining personal and professional history to: 


Recruiting Supervisor, Box 404 


ARABIAN AMERICAN OIL CO. 
505 Park Ave., New York 22, N. Y. 


| FELLOWSHIP IN CARDIOVASCULAR DISEASES IN 


teaching hospital in a large southwestern city available 
July 1, 1959; unusual opportunity to combine experience 
of wealth of clinical material with a well rounded pro- 
gram of participation in cardiopulimc y laboratory, 
electrocardiogram interpretation, research and cardiac 
surgery; some residency training in pediatrics or medi- 
cine essential; stipend 0) per year plus maintenance 
in hospital. Write: Box 26 C, % AMA, 


EMERGENCY 


| WANTED—PHYSICIAN 


WANTED—PSYCHIATRIST; DIRECTOR OF COMMU- 


THE BURDICK CORPORATION 
Branch Offices: NEW YORK * CHICAGO * ATLANTA * LOS ANGELES 


RADIOLOGY 


(Continued from page 201) 

WANTED IMMEDIATELY — GENERALIST INTER- 
, y in pediatrics and obstetrics in New 

» coastal city to take over office of physician 


area; charts | complete 


tive general staff. Box 8218 C, % 


{YSICIANS WANTED—FOR CHICAGO AND SUR- 


associations and groups, 


for Chicago area call or write Mrs. N. Garland, Di- 


Garland Medical Placement 25 East Washington — . ONG 
Chicago 2, Hlinols, ANdover 8-0145, All Inquir- | WANTED—EXPERIENCED PSYCHIATRIST 


broad clinical experience for 1,100 bed NP State hos- 
pital; associated with post-graduate psychiatric program 
of Iowa Medical College; active therapeutic, progressive, 
and expanding program; including Children’s Service 
and out-patient department, must be eligible for Iowa 


DOCTOR WANTED — AVAILABLE, TWENTY-FIVE 
year established general practice with surgery in Perry- 
; because of retirement from private prac- 


air-conditioned, 


pediatrician; one obstetrician-gynecologist ; 


who is leaving for residency July 1 in obstetrics-gyne- Niagara Falls; offices in 135 bed modern, fully equipped 
y; three fully equipped consultation and examin- ospital, all services available; good salary and fringe 
ation rooms including refrigerator and air conditioner benefits. Call or write: Dr. 8. J. Piazza, Ransomville 
, plus waiting room with separated nurse-secretary General ospital, Ransomville, New York, phone, Syca- 
on desirable patients; hospital more 1-4211 Cc 

immediate staff appointment available 
excellent consultants in all Cre ah. and coopera- IMMEDIATE OPENING—FOR COUNTY PHYSICIAN 


California; presently has 90 beds with 50 
being added this year; thriving community; 


rounding suburbs plus opportunities in all parts of the recreational area; active outpatient clinic; Board “sDe- 
J os; many full and part time positions avail- cialist consultation in practically all fields ; 
able in all specialties in industry, institutions, private license required; some training beyond internship = 
Miss E. Ronni, our director of sirable; age 30 to 40; salary open. 
will be pleased to assist you in se- Loughlin, Administrator, P. O. Box 639, 
position you want in the area you desire; California. 


entering industrial medicine; a 15-room cen- license; salary ranges $13,800 to $15,600 if uncertified; 
fully equipped clinic with x-ray, | $16,500 to $19,200 if certified. Write: S. M. K 
and surgical instruments. M.D., Superintendent, Mental Health Institute, Inde- 
. Perryville, Missouri, Cc pendence, Lowa. 


WANTED — TWO GENERAL PRACTITIONERS; ONE 


anesthetist with or without desire to devote 50 percent of 
time to general practice to join medical group of ten 
doctors in rural_ western New York community 


™ modern, well equipped county hospital in northern 


PHYSICIAN—-NOT OVER 35; MALE; SINGLE OR 
married; experience not necessary; salary open; MD 
licensed in Illinois, will accept MD who is eligible to 
receive license in Llinois; applicant must have interest 
in blood bank work ineluding whole blood, plasma 
and serums, and clinical laboratory methods; oppor- 
tunities tor research: eventually can become associate 
caer to present medical director. Box 8305 C, % 
AMA. 


VETERANS ADMINISTRATION CENTER, HOT 
Springs, South Dakota; needs physicians; qualified in 
general surgery, primary interest urology, and qual- 
ifled in general medicine with primary interest geriat- 
ries, to serve on staff of 255 bed GM&S hospital; citi- 
zenship and licensure mandatory; Hot Springs located 
in heart of Black Hills, vacationland for fishing, hunt- 
ing, boating, other outdoor sports. Write Manager for 
further particulars. Cc 


PHYSICIANS WANTED — QUALIFIED PHYS!ICIANS 
needed to work with psychiatric patients in 2,400 bed 
hospital+ near Chicago; salary range BE 505 to $13,970, 
depending upon qualifications, plus 15% additional if 

Board Certified, not to exceed $16,000; approved three 

year psychiatric residency in collaboration with North- 

western University; citizenship required. Write: Man- 
ager, Veterans Administration Hospital, Downey, pear 

Waukegan, Illinois. Cc 


INTERNIST — FOR STAFF OF GROUP PRACTICE 


clinic; service membership of over 20,000 in Washington, 
D. C.; department heads and many other staff members 
have American boards; prefer man with 2 years General 
internship and graduate of grade / fc 

nual salary (open); one month 
comprehensive retirement plan; write to: tivous Health 
Association. 1025 Vermout Avenue N. W., Wash- 
ington 5, D. Cc 


ROOM PHYSICIAN—TO COVER 7:00 
p. m. to 7:00 a. m,. shift on a 40 to 72 hour basis as 
desired; in 400-bed Los Angeles suburban area hospital: 
interesting service in well organized, educationally ori- 
ented hospital; shortly to occupy completely new build- 
ing; must be licensed in California or eligible for 
reciprocity ; excellent opportunity for someone who wants 
to locate in California. Box 8306 C, % AMA 


TO ASSOCIATE WITH SIX 
man group caring for mining company’ 8 employees and 
families; includes general practice, obstetrics, anesthe- 
sia, surgery and industrial work; salary $10,000 to 
start; no expenses; living conditions good ; _ excellent 
ools ; iaeneenee opening. Call or write 
Stewart, MD, Chief Surgeon, Mameitale Hospital, Lead, 
South Dakota. 


nity mental health clinic; diplomate or Board Eligible, 

in New York State; experienced, well trained, 
full time psychiatric social worker; one half-time psy- 
chiatric social worker, and psychologist on the staff; 
five full days per week; salary open; needed imme- 
diately. Give full qualifications to: Box 573, Olean, 
New York. c 


FELLOWSHIP AVAILABLE IMMEDI- 
ately through July Ist for one, two and three year 
training periods; new teaching hospital, near the United 
Nations; training in diagnosis, therapy, isotopes and 
radium; stipend $1,920 per annum with full mainte- 
nance. Apply: Milton Birnkrant, MD, Director of Radi- 
ology, Beth David Hospital, 321 East 42nd Street, ae 
York 17, New York. 


OTOLARYNGOLOGIST WANTED—IF YOU ARE AN 


ear, nose and throat specialist, don’t fail to write for 
particulars roparding the position which is now open for 

ogist; this position offers the right man a 
chance to work in a busy office; excellent location: top 
notch salary; yearl advancement iy early partnership. 
Reply at once to: Box 7993 C, % AMA. 


GENERALIST WANTED TO AUGMENT PRESENT DE- 


partment of family practice in 11 man mid-Iowa group; 
early partnership, Write: Box 8054 C, AMA. 


successtully placing in situations fo 
THE NEW YORK MEDICAL EXCHANGE 


489 Fifth Avenue (Opposite Public Library) 
Specialists in Selection Since 1926 


(Continued on page 206) 
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In peptic ulcer, 


five aids to comprehensive management 
with 1 preparation 


Added to the therapeutic regimen, ALUDROX SA simplifies your 
comprehensive management of the peptic-ulcer patient. With 
ALupDROx SA you can relieve the patient’s pain, reduce his acid secre- 
tion, inhibit gastric motility, calm his emotional distress, and promote 
healing of his ulcer. 


Ambutonium, an important new anticholinergic of demonstrated 
usefulness, is incorporated in ALUDROX SA to provide potent anti- 
secretory and antimotility effects without significant side-reactions. 


anticholinergic « antacid sedative anticonstipant pepsin-inhibitor 


ALUDROX SA 


Suspension and Tablets. Aluminum Hydroxide Gel with Magnesium Hydroxide, 
Ambutonium Bromide, and Butabarbital, Wyeth. 


® 
Philadelphia 1, Pa. 
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(Continued from page 204) 


PSYCHIATRISTS 


To do research, diagnosis, and treatment in 
California State Hospitals in several loca- 
tions, Opportunities for advancement to 
direct hospital research and professional 
education activities. 


No written examinations. Interviews twice 
o@ month in San Francisco and Los Angeles. 


Pleasant conditions for work and recreation; 
good salaries; excellent retirement plan 
and other employee benefits. 


Write 
Medical Personnel Services 
State Personne! Board 
801 Capitol Avenue, P.F. 
Sacramento 14, California 


GENERAL PRACTITIONERS FOR DOMI 
providing medical care for 1,800 people; 
to out-patient department of 
depending on 
toards, Write: 
ofessional Serv 
Ohio. C 


WANTED 
ciliary clinic 
the clinic is equivalent 
other hospitals; salary $0,890 to $12,770, 
qualifications; 15% additional paid for 
Charles C. Thomas, MD, Director, Pr 
ices, Veterans Administration Center, Dayton, 


GENERAL PRACTITIONER WILLING TO 
on obstetrics and pediatries; must be per 
ability to build and hold practice; in 
dustrious and willing to work; must have completed 
military service; salary $15,000 to $18,000 per annum 
with chance for advancement. Fairbanks Clinic, Fair- 
banks, Alaska Cc 


WANTED —A DOCTOR WHO HAS FULFILLED 
military requirements to join private clinic; 20 
city owned, modern hospital operated by 
ters; good schools and churches in this small town, 
miles northwest of Oklahoma City, Highway 3; start- 
ing salary $1,000 per month; full partnership | year or 
less to satisfactory candidate. Box 8293 C, % AMA 


ADMINISTRATIVE ABILITY DE- 
scientists in reviewing world- 
literature; broad medical ex- 
Federal Government de 


WANTED 
concentrate 
sonable with 


His 
bed, 


PHYSICIAN WITH 
sired to direct medical 
wide medical research 
perience particularly with the 30 
sirable: salary range, $11,595 to $12,770, depending 
upon qualifications; insurance and retirement benefits; 
state detailed experience, Box 8290 C, M 


PSYCHIATRISTS NEUROLOGISTS; FULL TIME; 
part time; both treatment and examination positions; 
requirements; completion of residency ; beginning salary 
$10,000-$14,700 depending on qualifications Apply 
Varo #10, 128 N. Broad 8t., Philadelphia 2, 
Attention: Chief Neuropsychiatrist, LO 8-0400, 
tension 140 

WANTED LINTERNIST—234 BED GENERAL MEDICAL 
and surgical hospital; supervised by board certified 
physician and approved for preceptorship training; hos- 
pital located at home of University of Arkansas and 
in the heart of Ozarks; contact manager, VA Tlospital, 
Fayetteville, Arkansas. c 

WANTED RESIDENT 
treat patients in the emergency 
department of hospital*; other 
and benefits; good salary. Write: 
Margaret's Hospital, Coy and Vermont 
City, Kansas 


% AMA 


DOCTOR NEEDED TO 
room and out-patient 
excellent opportunities 
Medical Director, St. 
Ave., Kansas 


pod ; 

gible; excellent working facilities; 

graded salary with partnership arrangement after 
years; please give training details, Box 9314 C, % 
AMA. 


ASSOCIATE GENERAL 
class A medical school; 


PHYSICIAN WANTED 
practitioner; Illinois license; 
open hospitals available; lucrative practice; good cli 
entele; equipped office; no investment; salary or per 
centage; 35 miles west of Chicago. Box 9308 C, % 
AMA 


INTERNIST 
man group; 
community ; 


— CERTIFIED OR ELIGIBLE; SEVEN 

own building; small midwestern college 
needs third internist; private practice ex- 
perience preferred but consider after residency; early 
partnership without investment ; xive professional and 
personal data, Box 8202 C, % AMA. 


PROSPEROUS RANCH COMMUNITY 
Montana needs physician, general practitioner with 
ability to do some surgery; 17 bed hospital well 
equipped; $300 per month county doctor contract avail 
able. Write: Secretary, Prairie County Hospital Asso 
ciation, Terry, Montana, Cc 


IN EASTERN 


Depart: 


range "315-000 to $18,700. 
uilding, Chey, 


Director, Division of Mental Health: 
ment of Public Health, State Office 
enne, Wyoming. 


ASSOCIATE PATHOLOGIST—ALSO INTERESTED IN 
research and teaching on service approved for residency 
training; expanding institution with specialized inter- 
ests in neoplastic, hematologic, cardiopulmonary and 
hereditary diseases; thirty minutes from Los Angeles; 
salary $15,000 to $18,000, Box 8261 C, c/o AMA. 


ANESTHESIOLOGIST — BOARD MAN PREFERRED; 
would accept Board Eligible applicant; 
opening in large clinic in the 

hy 


please send 
complete credentials. Box 8263 C A. 


immediate | 


Have YOU a patient 
who needs 


a lift? 


saa patients depend on your advice in 
making the big adjustment in their way of 
living which is frequently necessary. An In- 
clinator ends their confinement to one floor 
and enables them to live their normal fam- 
ily life. It is the original stair lift for the 
home which you can unqualifiedly recom- 
mend as safe and dependable for all ages. 
ELEVETTE is the home elevator for those who 
prefer a vertical lift. 

A FREE BOOK, describing both, will be sent to 
you or your patient on request. 


INCLINATOR) COMPANY OF AMERICA 


Originators of the simplified passenger lifts for the home 
2226 Paxton Bivd. Harrisburg, Pa. 


STARTING in PRACTICE? 


By taking advantage of our 
Special Introductory Offer, 
substantial savings can be 
made in organizing the record 
keeping procedures of your 
practice on a sound and effi- 


cient basis. MAIL COUPON 
TODAY! 


THE COLWELL COMPANY 
36 W. University Ave., Champaign, Ill. 


Please send me information on Daily 
Log Introductory Offer for physicians 
starting in practice plus FREE Record 
Supplies Catalog Kit. 


J.A.M.A., June 20, 1959 


MEDICAL PLACEMENT 


EMPHASIZING SOUTHERN 
OPPORTUNITIES 


Ruby Roberts, Dir. : 
15 Peachtree Place N. W. 
Atlanta 9, Georgia 


ANESTHESIOLOGIST—BOARD CERTIFIED; TO AD- 
minister anesthesiology on full time basis, 
suburban Pittsburgh, 230 bed general hospital*; excel- 
lent staff and working ¢ ner iditions; give full particulars 
on background and availability. Contact: Administrator, 
Sewickley Valley llospital, Sewickley, Pennsylvania. C 


WANTED — GENERAL PRACTITIONER AS ASSO- 
ciate in one man clinic in small central Ilinois city: 
year’s residency in obstetrics or medicine and draf 
ay would be heipful; Iinois license; $100 to 

1,200 a month to eart depending on qualifications. 
Box 8246 C, % AMA 


DOCTOR TO TAKE OVER 
in industrial and college town 
modern air conditioned fully 
two hospitals in town; excellent 
O, Box 9307 C % 


URGENT—NEED YOUNG 
$50,000 general practice 
in Indiana July 1; 
equipped office and 
ee can be made; Write P. 


INTERNIST—CE QUALIFIED AS STAFF 
physician in ye affiliated hospital; citizenship 
required; sali “uae $9,890 to $14,685 depending on 
experience or Certification. Write: Director, Professional 
Services, Veterans Administration Hospital, Des Moines, 
owa. c 


WANTED — INTERNISTS: BOARD CERTIFIED OR 
Board eligible if well qualified; also vacancy in pul- 
monary tuberculosis; must be United States citizen; 
foreign graduates eligible if on approved list. Write: 
Manager, Veterans Administration Consolidated Center, 
Wadsworth (Leavenworth), Kansas Cc 


MEDICAL AND SURGICAL CLINIC LOCATED IN 
moderate size middle western town desires to increase 
staff in internal medicine department; candidates must 
be either Board Certified or Eligible for Certification: 
mecne rship in three years. Address: Box 8266 C, % 


WANTED—HOUSE PHYSICIAN IN SMALL CHESTER 
county community close to Philadelphia; salary $500 per 
month; with social security benefits and one month va- 

z ‘on, ministrator Coatesville Hospital, 
300 Strode Ave., Coatesville, Penn. Cc 


ASSISTANT PHYSICIAN FOR MODERN 75 BED TU- 
berculosis and chest disease hospital; experience in chest 
disease desirable; — t have C alifornia license and sup- 
ply references; salary $1,200 month; no maintenance 
Write: Walter H. Buel, MD, P. O. Box 469, Redding, 
California. 


WANTED—ADDITIONAL ORTHOPEDIST UNDER 40; 
Certified or Board Eligible; expanding, well established 
clinic of 40 men in midwest university community of 
70,000; salary open; general orthopedic, traumatic, 
children, and amputee work; es professional data 
in first letter to: Box 7882 C, % AMA 


GENERAL PHYSICIANS—ONE INTERESTED GEN- 
eral practice and anesthesia and one interested surgery 
with general practice; small community north central 
with well opuaees clinic and new hospital. Reply: 
Box 9313 C, A 


RADIOLOGIST WANTED — PACIFIC NORTHWEST; 
start as associate $12,000 to $20,000; succeed present 
radiologist both office and hospital; selecting your own 
associate: give full qualifications, biography, avail- 
ability first letter. Box 8283 C, % AMA. 

PRECEPTORSHIP IN SURGERY AVAILABLE FOR 

assistant to Certified surgeon; FACS; Miami, Florida; 

$6,000; future association depends on successful rela- 
tionship; Florida license necessary. Box 8269 C, % 


PATHOLOGIST — BOARD CERTIFIED; EXCELLEN 
salary; 300 bed hospital; most modern well staffed lab- 
oratory. Contact: Fra y. Brown, Administrator, 
Edgewater Hospital, Ashland, Chicago 26, 
Illinois 


nk V 
5700 N. 


GENERALIST—OPENING FOR 2 GENERALISTS TO 
head active emergency service of well-known clinic and 
hospital+ in Detroit, Michigan; salary open; annual 
increments, bonuses, yay etc, Address all perti- 
nent data to Box 8303 C, AMA. 


PHYSICIANS 
ADMINISTRATIVE POSITIONS 


International chemical and pharmaceuti- 
cal manufacturer has unusual opportuni- 
ties for physicians who are interested 
in combining medical background with 
administrative responsibilities; openings 
would utilize medical training and ex- 
perience on a broad scientific level with 
advancement directed toward business 
management positions. Write full details 
including salary desired to: 


Box 7917 C, c/o AMA, 
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PHYSICIANS PLACEMENT SERVICE 

The A. M. A. offers placement assistance 
through the Physicians Placement Service, 
Council on Medical Service, 535 N. Dearborn, 
Chieago 10. This service is for the use of 
physicians seeking a location, as well as phy- 
sicians seeking an assistant or associate. 


ANTED — PHYSICIAN WITH EXPERIENCE IN 
general practice for auditing office of 500 bed GM&S 
hospital; salary dependent upon qualifications. Contact: 
Manager, Veterans’ Administration Hospital, denace. 
Georgia. 


INTERNIST—MEDICAL GROUP; 15 PHYSICIANS; 90 
general hospital; San Francisco Bay area; guar- 
anteed income with rapid increases; retirement Ee: 
gram. Medica rector. Kaiser Hospital, 14th & Cut- 
ting, Richmond, California. Cc 
GENERALIST OPERATING SMALL HOSPITAL DE- 
sires assistant associate for village 15 miles away; and 
hospital; $12,000 = zeae, less rent for home with 
equipped office; ssible later partnership. Illinois 
license required. Box 9309 C AMA. 


0,000 first year. Walton, 


View, Missouri. 


PSYCHIATRIST WANTED TO DIRECT NEW CHILD 
guidance clinic in Richmond, Indiana; opportunity for 
private practice and associations with general hospital, 
state mental hosptal, and Earlham College. Write: Paul 
W. Runge MD, 1426 Main, Richmond, Indiana. 


SOUTHERN CALIFORNIA—LET US ASSIST YOU IN 
selecting your location; office planning; financial ar- 
rangements; no cost; write for free brochure: Profes- 
sional Advisory Service, 5410 E. Beverly Blvd., Los 
Angeles 22. Cc 


WANTED—HOUSE PHYSICIANS; 225 BED GENERAL 
hospital; rotating service; Susat “knowledge of English 
required; generous stipend o ffered; positions available 
July 1, 1959. Write: Administrator, Bon Secours Hos- 

Methuen, Massachusetts. Cc 


pital, 


CALIFORNIA MEDICAL BUREAU AGENCIES—FOR 

placements one medical proper- 

le. ‘asadena, Cali- 

and 610 8. Los Angeles % 
al 


PATHOLOGIST—TO DIRECT DEPARTMENT; CERTI- 

fled; clinical and pathological St. Agnes Hospital; Wil- 
kins and Caton avenues, Baltimore 29, Md. 225 hec 
hospital to be completed in 1961; contact ecuraaine 


ANESTHESIOLOGIST — FOR BROOKLYN AREA; 
Board Eligibility not —— must have New York 


state license; group rtnership; first year income 
$15,000. ‘Apply: Box aia C, % AMA 
WANTED—PSYCHIATRIST; 
for mentally retai 4,500 to 
Board Eligible or Cortined Gallipolis State 
netitute, Gallipolis, Ohio. Cc 


NEEDS NEUROLOGIST CITY 
serving 250,000 people w 1,000_hos, ; excel- 
lent uae facilities available. Box. 8026 C, Oe AMA, 


ELEVEN MAN MID IOWA GROUP NEEDS bagi 
iatrician; Board qualified; early partnership. Write 
3ox 8057 C, % ‘AMA. 

WANTED — FULL TIME INDUSTRIAL PHYSICIAN 
for transportation company; good eatery, and excellent 
working conditions. Box 8230 C, % AMA. 

WANTED—PEDIATRICIAN TO TAKE OVER WELL 
established South Carolina pediatric practice four 
months; possible purchase practice later; start July 15. 
Box 8244 €, AMA. 


WANTED-—-HOUSE PHYSICIAN FOR NEW 65 BED 


general hospital located seashore area; good salary 
plus maintenance. Burdette Tomlin Memorial "ton 
pital, Cape May Court House, New Jersey. Cc 


NERAL SURGEON WITH ORTHOPEDIC INTER- 
—Central Nebraska 201 bed geneval hospital. Write: 
Manager, Veterans Administratiou Hospital, Grand 


Island, Nebraska. Cc 


ANESTHESIOLOGIST — DIPLOMATE OR ELIGIBLE 
for Board or college to join 3 man group; must have 
Florida license or be eligible for Florida State Board; 
details on request. Box 9315 C, % AMA. 

WANTED—PSYCHIATRIST FOR 35 BED SERVICE 
and consultant for 500 bed GM&S hospital; salary de- 
pendent upon qualifications. Contact: Manager Veter- 
ans’ Administration Hospital, Dublin, Georgia, Cc 

WANTED—INTERNIST FOR 40 BED ACUTE MEDI- 
cal ward in 500 bed GM&S hospital; salary dependent 
upon qualifications. Contact: Manager, Veterans’ Ad- 
ministration Hospital, Dublin, Georgia. Cc 

UNIVERSITY HEALTH SERVICE POSITION; 
physician under 50 preferred ; 


GE 


MALE 
well staffed, well equipped 


new 40 bed hospital and clinic; 7,000 students ; mid- 
west; salary open. Reply: Box 8301 C, % AMA. 
GENERAL PRACTICE—YOUNG PHYSICIAN; EXCEL- 


lent facilities in new two doctor clinic; proposed old 
peoples-nursing home in North Dakota farming com- 
munity. Box 8296 C, % AMA. 

ASSOCIATE IN GENERAL PRACTICE; SM: ALT, MICH- 
igan city; excellent opportunity. Box $300 C, % AMA. 


INTERNS AND RESIDENTS WANTED 


The x signifies a hospital approved for internshi . 
and the + approved for residencies in cialtie: 

the on Medical Education and fospitals 

the A. A. Consult Council’s approved list 
types internships and residencies approved. 


AVAILABLE—APPROVED THREE YEAR RESIDENCY 
in radiology; complete diagnostic facilities; isotope pro- 
gram; active radiation therapy department, including 
cobalt unit; hospital affiliated with clinic with large 


significant side effects. 


drowsiness. 


THE OUTLOOK IS CALM 
FOR THE HYPERTENSIVE 


WHEN You 


—just enough reserpine (0.1 mg. per tablet or tea- 
spoonful) to help control blood pressure without 


—just enough BUTISOL Sodium® butabarbital 
sodium (15 mg.) to induce calmness without 
Butiserpine Tabiets 


McNeill Laboratories, inc. 
Philadeiphia 32, Pa. 


7 


* Elixir « Prestabs® Butiserpine R-A 


(Repeat Action Tabiets) 


PSYCHIATRY—THIRD YEAR RESI- 
dency available in newly opened psychiatric unit in 
private general hospital, in-patient, out-patient and 
child psychiatry facilities available; excellent oppor- 
tunity to beeome acquainted with physic ians in on 
Francisco; — $450 per month. Write: Mr. E. C 
DeLear, Assistant Administrator, Francis Me 
morial Hospital, 900 Hyde Francisco 9, 
California. 


RESIDENCY IN 


Saint 


Street, San 


RADIOLOGY—THIRD YEAR REDS NCY OR FEL- 
lowship open beginning January 1, 1960; stipend $300 
plus room and board; active aR... hospital* + on 
Eastern Seaboard; department is staffed by 3 full time 
radiologists, physicist, isotope laboratory, cobait unit 
and connected with medical school; only those with 
years of good training need apply; state all particulars 
in first letter. Box 9337 D, % AMA. 


AVAILABLE BEGINNING 
1959, in 750 bed general hospital*+; well or- 
roved adult orthopedic surgery for 
| or 2 years; stipend $2,880 for the first year and 
§. .300 for the mg | ear with full maintenance. Apply: 
eorge J. Thomas, Chairman, Resident Committee, 
rancis Hospital, Pittsburgh |, 
vania. 


WANTED — RESIDENT IN 
and rehabilitation; salary 


Pennsyl- 


MEDICINE 
month and 


HYSICAL 
5-$200 per 


outpatient department; four Boar radiologists on staff; 
salary 0 per month. Contact: Berg, MD, 
Box 480, Bismarck, North Dakota. D 


maintenance; depending on qualifie ations; 500 bed + 
modern, chronic disease hospital. Apply: FE 

de aaa St. Barnabas Hospital, New York 57, New 
Pork. 


ATTRACTIVE, DIVERSIFIED, 
approved two year residency; salary $500 for first year 
and $325 for second year plus partial maintenance 
Address inquiries to: Director of Medical Education, 
Kendall B. Sauter, MD, Saint Joseph's Hospital*+, 
Milwaukee, Wisconsin. D 


AVAILABLE JULY 1—FIRST YEAR SURGICAL RESI- 
dency*+ in four year approved program; rapidly ex- 
nding community; graduates of approved schools only. 

tox 9339 D, % AMA 


NEW YORK CITY—RESIDENTS; A PSYCHIATRIC 
service in a general hospital with approved three year 
training program; all ra-medical services fully oper- 
ative, located in the Greenwich Village section of New 
York City; physical plant modern, up-to-date, recently 
constructed; this general hospital consists of 830 beds 

covering all specialties, and current capac- 

on; affiliated with 

Medicas Center: resi- 

dencies available at Ist and 3rd ror levels. For further 

information, write: The Administrator, St. Vincent's 
of the City of New York, 153 W. lith 

York 11. Applications now being accepted 

for training year starting July 1, 1960. 


ROTATING RESIDENCY POSITIONS AVAILABLE AT 
Forest City Hospital, 701 Parkwood Drive, Cleveland 8, 
Ohio; 92 bed general hospital with organized medical 
staff of 134 physicians; permanent visa will be neces- 
sary; apply office of the administrator. D 


MEDICAL RESIDENT 


(Continued on next page) 
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208 
ED THREE YEAR RESIDENCIES IN PSY- dian 
new GM&S hospital; well anized 
program; affiliated with ashington University 


of Medicine: all types of psychiatric experience repre- 
including supervised oriented psy- 
ome psye medicine, iid guidance, 
pproved trainin available 
"hull time of fra ining is a member of gan. 
merican Psychoanalytic Association; “attractive 
to: Or. ard Cruvant, Veterans 
Hospital, 915 North Grand Avenue, 
Louis 6, Missouri. 


PATHOLOGY RESIDENCIES AVAILABLE — ONE 
first year and one second year position open to gradu- 
ates of approved medical schools; full 4 year approval 
in both CA and CP; 300 bed modern hospital*+ with 
active graduate training program; 2 full time Board 
poe 2 Board consultants; biochemists; micro- 


yiologist; topnotch progressive laboratory; 5,042 surgi- July 1, 1959, in 450 bed general teaching hospital*+, 
cals and 165 autopsies in 1958; stipend $375 first year; affiliated with Columbia-Presbyterian Medical Center, 
$400 second year. Contact: Director of Laboratories, in New York City; closely supervised teaching program 
McLaren General Hospital, Flint, Michigan. D in pathologic anatomy, under 3 Board Certified patholo- 


PATHOLOGY RESIDENT—FULLY APPROVED PRO- 
gram, 400 bed hospital; two Board Certified patholo- 
gists in full time attendance ; ; over 6,000 surgicals; over Street, 
50% autopsies; full clinical pathological service in new 
laboratory wing. Apply: Dr. Philip Wasserman, Direc- 
tor of Clinical Laboratories, Jewish Hospital and as yudens, 
cal Center, Cincinnati 29, Ohio. 


rie 
PRESCRIPTION 
FOR 
PATIENT 
COMFORT 


‘lass A medical school ; 
with graduate {raining program ; 


anatomy 


ment ope 
MD, Pathologist, 
California, Chicago 25, li 


APPROVED PATHOLOGY seinen Y—AVAILABLE 


approval in P.A. and C.P.; 2 full time 
gists; 2 board consultants ; biochemist ; Seteroblologia: 
topnotch progressive laboratory ; 5042 surgicals and 165 
autopsies in 1958; stipend $375.00; contact director of 
laboratories, McLaren General Hospital, Flint, eee, 


PATHOLOGY RESIDENCY — 250 BED GENERAL 
hospital, 3,000 surgicals; 150 autopsies, 140,000 clinical 
tests annually; 4 year approved training in pathologic 

and clinical pathology; progressive 

designed to train residents as qualified general hospital 
pathologists; new facilities including museum 
medical illustration studio; generous stipend ; 

July ist, 1959. Contact: J. B. McCormick, 

Swedish Hospital, 5145 


gists; about 180 autopsies, 4,000 medical cases, 
cytology cases, 200 bone marrows. Inquire: Director of 
Laboratories, ‘The Roosevelt Hospital, 428 West 
New York 19, New York. 
RESIDENCY IN —REPLY SU 
Gouverneur Hospital+ 

York 2, New York, Oregon 3-0 


ANTI- 
ANTI-MICROBIA 


OTOBIONE provides the 


clinically proved* formula of White’s 
OTOBIOTIC, fortified with prednisolone. 
Each cc. of this new formula contains: 


8. or 
300 bed meters hospital 


, 621 Water Street, 
6200. 


ANTI-INFLAMMATORY | Prednisolone acetate. 
ANTI-BACTERIAL 
ANTI-FUNGAL 


Neomycin (from 


| Sodium propionate....... 


Physiologic pH! Will not obscure anatomic 


landmarks during otoscopy! 
The normalizing effect of 
OTOBIONE reduces tissue in- 
jury, and quickly provides 
optimal patient comfort... 
Preliminary studies with 


OTOBIONE by several investigators! show 


effective relief in 87% of cases of external 


otitis, chronic otitis media, and chronic 


mastoiditis with otorrhea. 


White Laboratories, Inc. 
Kenilworth, New Jersey 


*Lawson, G. W.: Diffuse Otitis Ex- 
terna and Its Effective Treatment, 
Postgrad. Med. 22:501, Nov., 1957. 


munication. McStravog, L.: Per- 
sonal Communication. Rigual, R.: 
Personal Communication. 


J.A.M.A., June 20, 1959 


| RADIOLOGY RESIDENCY AVAILABLE 705 BED 
general hospital* + ; midwest; complete resident train- 
ing for American Board of Radiology; large new de- 
partment including therapy and isotope divisions ; 
complete teaching facilities; staffed with three Board 
Certified radiologists and six re 39,145 exami- 
nations, and 2,142 therapy patients treated last year; 
good private housing facilities available; stipends from 
$325 to $400 per month, Apply; Box 8258 D, % AMA. 


VACANCIES—SENIOR PHYSICIANS WITH 
of three years psychiatric experience; excellent op; 
tunities for advancement; salary rate $7320- $10 200 
depending upon applicant’s training and experiences; 
annual increments; nominal deduction for complete 
family maintenance; fully approved large eastern mental 
er with 3 year accredited residence training 

gress; must be 7 Via for licensure in Connecticut. 
7977 D, % AMA 


RADIOLOGY RESIDENCY—THREE YEAR APPROVED 
program in 1,300 bed general hospital+, affliated with 
Baylor University College of Medicine, Texas Medical 
Center, complete training in diagnosis, therapy includ- 
ing supervoltage, and radioisotopes; must be 
citizens or graduates of U. 8S. or Canadian Medical 
Schools. Manager, Veterans Administration Hospital, 
Houston, Texas. D 


INTERNAL MEDICINE RESIDENCY—OPENINGS IN 
Ist and 2nd year at Coral Gables, Florida, Veterans Ad- 
ministration’ Hospital in affiliation with’ University of 
Miami Schoo! of Medicine; applications accepted for 
July 1, 1959 and quarterly from U. 8S. citizens; salary 
$3,250 and $3,515; quarters available; single residents. 
Write: Chief, Medical Service, Veterans Administration 

Hospital, Coral Gables, Florida. D 


CHILD PSYCHIATRY — TWO YEAR FELLOWSHIPS 
available to candidates who have completed two years 
of approved psychiatric residency; AAPCC approved 
training clinic, psychoanalytically oriented. For further 
information write: Hector Jaso, MD, Director, Provi- 
dence Child Guidance Clinic, 333 Grotto Avenue, Prov- 
idence, Rhode Island, 


RESIDENC IES -INTERNAL MEDICINE; 1,300 BED 
hospital+; 3 year; Baylor University College of Medi 
cine affiliation; includes all subspecialties under super- 
vision of Board Certified specialists; $3,250 to $4,945; 

} must be graduate of U. S. or Canadian medical school: 

| appointments available for 1960. H. D Bennett, MD, 

| Veterans Administration Hospital, Houston, Texas. D 


| WANTED—FIRST YEAR RESIDENT IN GENERAL 
surgery; program is approved for three years; 442 adult 
bed general surgical and tumor charity 
clinics; stipend $225 per month plus room and laun- 
dry; arenene must be graduates approved medical 
schools. Write to: Administrator, Saint Luke’s Hos- 
pital, 601 East 19th Avenue, Denver 3, Colorado. D 


HAWAII—AVAILABLE RESIDENCIES JULY 1, 1959; 
first year surgery; first and third year medicine; first 
and second year obstetrics-gynecology; stipend $150, 
first year; $185 second year; $250 third year; travel 
allowance granted; only graduates of approved medical 
schools accepted. Airmail inquiries to: Medical Direc- 
tor, Queen's Hospital*+, P. O. Box 861, Honolulu. D 


ANESTHESIOLOGY RESIDENCIES — APPROVED 2 
year active teaching program with unusually wide clin- 
ical experience; opportunities for clinical, teaching and 
research appointments in hospital*+ and medical col- 
lege after completion of training; approved internship re- 

quired. Write: C. M. Landmesser, MD, Director of An- 

esthesiology, Albany Medical Center, Albany, New — 


IST, 4TH YEAR RESIDENCIES IN PATHOLOG 
a ble; 419 beds; large teaching program, necro) 
rate 75 e not an easy residency, but good training for 
one who wants to work. Address: Paul Weld, MD, Di 

rector of Medical Education, Rochester General ‘Hos. 

pitalt+, Rochester 21, New York. D 


ANESTHESIOLOGY RESIDENCIES—AT UNIVERSITY 
of Minnesota Hospitals, Minneapolis Veterans Adminis- 
tration Hospitals and associated hospitals; an opening 
every 4 weeks. Address: Frederick H. Van Bergen, MD, 
Director of Anesthesiology, University of Minnesota 
Hospital, Minneapolis, Minnesota. D 


POSITION AVAILABLE FOR GENERAL PRACTICE 
rotating residency immediately in 244 acute bed county 
general hospital: accredited by JCAH; $600 per month 
plus oe five room furnished home; must be citi 
zen of USA, Apply: Medical Director, Merced County 
General Hospital. Merced, California. Dd 


GENERAL PRACTICE RESIDENCY — AVAILABLE 
July 1 to September 1; for one or two years; in new 
600 bed hospital; ample opportunities for local prac- 
tice. Apply: Henry Miller, MD, Lancaster General 
Hospital, Lancaster, Pa. dD 


PATHOLOGY RESIDENCY — FOR 275 BED HOS- 
pital*+ fully approved for pathologic anatomy and 
clinical pathology; vacancy July 1, 1959; beginning 
stipend $375 monthly, Address: Director of Laboratory, 
Memorial Hospital, Danville, Virginia. D 


INTERNSHIPS, GENERAL ROTATING, APPROVED, 
350 bed general hospital*+; available July 1, 1959; 
program; stipend $250 monthly. Ap- 

ou hairman, House Staff Committee, Nassau Hos- 
ital, Mineola, New York. D 


GENERAL PRACTICE RESIDENCY—180 BED GEN- 
eral hospital, central New York; excellent experience 
and opportunity to do general surgery; New York li- 
cense only; salary and maintenance. Apply: Board of 
Managers, Oneida County Hospital, Rome, New York. D 


ROTATING INTERNSHIP — APPROVED; ACTIVE 
teaching service: out-patient clinics and active emer- 
gency service ; stipend $250 per month and full mainte- 
nance. Apply: Robert M. Murphy, Administrator, Floyd 
Hospital, Rome, Georgia. D 


PEDIATRIC RESIDENT — ONE OR TWO YEARS 
training preferable; approval pending. Saint Barnabas 
Medical Center, 685 High Street, Newark, New Jersey; 
full maintenance, $150 per month. Write: Director of 

Medical Education. D 


(Continued on page 210) 
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in 
gastrointestina 
dysfunction 


Milpath acts quickly to suppress hypermotility, 


: hypersecretion and spasm, and to allay anxiety and % 
tension. The loginess, dry mouth and blurred vision i 
so characteristic of some barbiturate-belladonna 

combinations are minimal with Milpath., 

now two Milpath forms for adjustability of dosage Ett 
Milpath-400- Yellow, scored tablets of 400 mg. meprobamate and 25 mg, q 
tridihexethy! chloride (formerly supplied as the iodide). Bottle of 50. 
DOSAGE—1 tablet t.i.d. at mealtime and 2 at bedtime. a 
Milpath-200— Yellow, coated tablets of 200 mg. meprobamate and 25 mg, 
tridihexethyl chloride. Bottle of 50. 
DOSAGE—1 of 2 tablets t.i.d. at mealtime and 2 at bedtime. 

WALLACE LABORATORIES 

New Brunswick, N. J. 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


IN WIVES OF 


CHARACTERISTICS 
37 Diabetic Men Compared to 157. Nondiabetic Men” 


glucose range 
easy readil 
constituents 


trifuging or “cleanup” afterward 


AMES 


company, inc 


for both protein and glucose in urine . 
—the 2 most frequently performed office tests 

color chart provides points of reference for rapid reproducible results 
...€liminates determining degree of turbidity for protein, permits evaluation of 
+ standardized to detect clinically significant protein and glucose 

¢ permits reliable estimations, consistent reports 


+ specific for protein and glucose; unaffected by turbidity, drug metabolites, other urine 


+ timesaving, economical..,completely disposable; no equipment, heating, filtering, cen- . 


DIP... 10 SECONDS...2 RESULTS 


URISTIX® Reagent Strips—Bottles of 125. 


“dip-and-read” 


(Continued from page 208) 


WANTED ROTATING INTERNS; APPROVED 400 

bed general hospital in federal psychiatric hospita); 
annual stipend $3,100. Apply to: Winifred Overholser, 
MD, Superintendent, Saint Elizabeth's Hospital, Wash- 
ington, D. C. D 


MEDICAL RESIDENT—ONE OR TWO YEARS TRAIN- 
ing preferable; approval pending; Saint Barnabas 
Medical Cen 685 High Street, Newark, New Jersey; 
full maintenance; $150 per month. Write: Director, 
Medical Education, 


WANTED — RESIDENTS IN PSYCHIATRY; THREE 
year approved residencies available; large easte in mental 
hospital+; excellent teaching program therapeutic pro- 
cedures; $5280-$6600. Box 7976 D, % AMA. 

WANTED—JULY 1, 1959; RESIDENT PHYSICIAN; 
railroad hospital, Indiana town of 15,000 population; 
good salary; applicants must qualify for Indiana li- 
cense. Apply: Box 8254 D, % AMA. 


LOCUM TENENS WANTED 


WANTED—LOCUM TENENS; JULY, AUGUST AND 
September; Texas Guif Coast; general medical and 
surgical; modern clinic-hospital; varied interesting 
practice; possible association following: Ocean breezes 
and sports. Write: Box 8233 G, % AMA. 


WANTED—LOCUM TENENS RADIOLOGIST TO AS- 
sist in a group practice during the months of July, 
August and September while other members are tak- 
ing vacations; the man should have an American Board 
Certificate or be Board qualified. Please contact: Dr. 
R,. F. Hoffman, Providence Hospital, Sandusky, Ohio. 

G 


LOCUM TENENS RADIOLOGIST—BOARD ELIGIBLE 
or Certified; 2 months in July-September period; 400 
bed hospital; diagnosis only; Los Angeles County; 
California license required. Box 9316 G, % AMA. 


LOCUM TENENS—GENERAL PRACTITIONER WANT- 
ed to take over active general practice 1 to 4 years 
while physician undergoes specialization; may buy me 
out if desired. Box 8284 G, % AMA, 


SITUATIONS WANTED 


RADIOLOGIST — 33; FAMILY; CERTIFIED; SIX 
years experience training and teaching in university 
center and private practice; seeking private office, hos- 
pital association, or department head in East or South; 
will consider attractive offer anywhere; licensed Penn- 
sylvania, Louisiana, Florida; diagnosis preferred but 
Certification includes therapy, isotopes. Box 9360 I, 
% AMA. 


J.A.M.A., June 20, 1959 


SURGEON—39; BOARD QUALIFIED; WIDE EXPERI- 
ence general surgery and general practice; desires loca- 
tion or association with one or several busy practitioners 
or group needing general surgeon and general practice 
coverage; now in successful solo practice but desire 
change; require minimum $18,000; DNB; Florida, Cali- 

fornia licenses, Box 9352 I, % AMA. 


OPHTHALMOLOGY — WOULD LEAVE CAPACITY 
practice in relatively small town for association with 
two or more ophthalmologists in town 100,000 up; 
Board Eligible; 32 years experience without senility; 
would like 4-5 mours practice a day; no surgery due to 
elevated blood pressure; proportionately less income. 
Box 8259 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST—BOARD ELIGIBLE 
desires partnership or solo position in clinic in Connecti- 
cut; available for interview mid-July; will forward 
details and background with first reply. Box 8199 1, % 

AMA, 


SURGEON—MS, SURGERY; 5 YEARS, CHIEF, SUR- 
gical services, USAF hospital; prefers association, 
group-clinic; references unite in excellent commenda- 
tions; Diplomate; early 30's; immediately available. 
Woodward Medical Bureau, 185 N. Wabash, Chicago. I 


GENERAL SURGEON — BOARD CERTIFIED; 35; 
married; trained in abdominal, traumatic, orthopedics, 
and GU; desires association with another surgeon or 

specialty group; quote business arrangements in reply; 

availability within 6 weeks. Box 9345 I, % AMA. 


GENERAL PRACTITIONER — 41; CALIFORNIA LI- 
cense; 18 months surgical residency; 5 years Air Force; 
8 years general practice; wide experience trauma, frac- 
tures, anaesthesia; tired of solo practice, wish to prac- 
tice with associates or group. Box 9364 I, % AMA. 


iF IN NEED OF AMERICAN BOARD SPECIALISTS 
to head departments, physician for private practice, 
industry or public health, please write for recommen- 
dations. Woodward Medical Personnel Bureau, 185 N. 
Wabash, Chicago. | 


GENERAL AND THORACIC SURGEON — AGE 32; 
married; Eligible both Boards; 6 years post graduate 
training at university hospitals; desires association with 
individual or group. Box 9361 1, % AMA. 


INTERNIST—34; BOARD CERTIFIED; UNIVERSITY 
trained; military category 1V; wishes association with 
internist or small group near or in college town; mar- 
ried; children; excellent references. Box 9349 I, % 

MA 


GENERAL SURGEON — 44; FACS; DIPLOMATE 
American Board; assistant clinical professor and large 
referred practice; considering change in location for 
personal reasons. Box 4343 I, % AMA. 


GENERAL PRACTITIONER—AGE 33; AAGP; TWO 
year rotating internship; post-graduate obstetrics 4 
months; 5 years general practice; diplomate; licensed 
Pennsylvania; available now; desire partnership Penn- 
sylvania, Ohio, New York state, Virginia, Maryland, 
New Jersey. Box 7422 I, % AMA. 


GASTROENTEROLOGIST—BELGIAN IMMIGRANT; 33; 
married; MD 49 Louvain, fully trained in Louvain, 
Paris, London, and Chicago; wide experience with 
endoscopies, member of the Professional A iation of 
Gastroenterologists in Belgium; desires a suitable posi- 
tion; available after July, 1959. Box 8114 I, % AMA. 


WELL TRAINED THORACIC SURGEON AVAILABLE 
January Ist; three years’ training; general surgery; 
two years’ training, thoracic surgery, teaching hospitals. 
Medical Bureau, Burneice Larson, Director, 900 North 

Michigan Avenue, Chicago. I 


AVAILABLE—AMERICAN BOARD SPECIALISTS TO 
head departments, join groups, etc.; physicians for pri- 
vate practice, assistants or associates, industry, public 
health. Please write for recommendations. Shay Medical 
Agency, 55 E. Washington, Chicago. 1 


OPHTHALMOLOGIST AVAILABLE—FOREIGN BORN; 
4 years at ophthalmological institutions in the USA; 
waiting for citizenship: completing precepteeship Sep- 
tember 15, 1959. Box 9327 I, % AMA. 


OBSTETRICIAN-GYNECOLOGIST—AGE 39; WITH 9 
years of eastern practice, has California license, wishes 
location in California; group, association or solo prac- 
tice; willing to invest. Box 8276 I, % AMA. 


RADIOLOGIST—37; UNIVERSITY TRAINED; EXPE- 
rienced, Certified, isotopes; 7 years general practice be- 
fore radiology; desire int t head of department 
in hospital of ‘tou to 200 beds. Box 811! 1, % AMA. 


INTERNIST—SEEKING POSITION WITH GROUP IN 
midwest or Pacific northwest; Board Qualified with one 
year of hematology; available July 15, 1959. Box 7875 1, 
Y AMA. 


YOUNG EXPERIENCED PHYSICIAN AVAILABLE 
from July thru September 1959; for vacation coverage 
in hospital, or summer camp or locum tenens; general 
practice. Box 7421 I, % AMA. 


INTERNIST — BOARD QUALIFIED; 36; DESIRES 
association with private medical group or established 
internist; available Oct. 1, 1959. Box 9320 I, % AMA. 


(Continued on page 227) 
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COMIMMenia. armrione 


CHARLOTTE, NORTH CAROLINA 
“.-not one of the patients has experienced any 
untoward reaction nor has there been any evi- 
dence of diarrhea in the infants of post-partum 
mothers who were breast feeding.” 

“'..nurses...report that they no longer have 
complaints of abdominal ‘griping’ pain which 
was so prevalent heretofore with the usage of 
harsher laxatives in post-partum patients.’”! 


BERWYN, ILLINOIS 
“..standard item in the obstetrical service at 
MacNeal Memorial Hospital.’ 


GALVESTON, TEXAS 

“’.. very helpful in the postoperative care of our 
patients?” 

NORRISTOWN, PENNSYLVANIA 


have been used mainly. with patients who 
complained of constipation as a side effect of 
chlorpromazine therapy.” 


BATTLE CREEK, MICHIGAN 


“’..we are using Senokot more frequently than 
any other product in its class for mild 
constipation...’” 


‘Senokot’ Tablets are Poutinely presori ibed. in more than 
S000 hovpitalis from coast to coast and overseas. Senokot’ is often 
preferred, not only for hoepital patients, bui also for private patients because 
it affords al correction of constipation. Following are 


IMO ARE CONSTIPATED . WHATEVER THE FUNCTIONAL CAUSE 


STARDARDITES CONCENTRATE OF TOTAL active PRINCIPLES? GERWA PODS. 
supriizh: Cranules: Cocoa-flavored, in 8 and 4 ounce caniste-s. Tablets: Small and eas; 


THE EFFECTIVENESS OF ‘SENOKOT’ CONTINUES TO 
CLINICAL AND UABORATORY INVESTIGATIONS WH:iCH CONSTITUTE 
THE FASTEST GROWING BIBLIOGRAPHIES ON CONSTIPATION CORREC 


PHOENIX, ARIZONA 


“,.cut down the number of enemas required by 
approximately 60 per cent...’ 


PHILADELPHIA, PENNSYLVANIA 


“Undoubtedly it does reduce the nurses’ time 
and efforts, particularly in that few enemas 
are required...’ 


AKRON, OHIO 

‘...very effective and helpful; the nurses are 
particularly happy to have a product such as 
yours. No untoward accidents have occurred 
thus far on our service...’ 


CHICAGO, ILLINOIS 
unquestionably it has reduced the instances 
of enemas in our Institution.’ 


CITED REFERENCES: 1. Tart, J. M., Jr.: Personal Communication, 
1957. 2. Sykora, L. J.:' Personal Communication, 1957. 3. Me- 
Givney, J.: Personal Communication, 1957. 4. Kremens, J. B.: 
Personal Communication, 1957. 5. Holsted, E.: Personal Com- 
munication, 1957. 6. Van Epps, C.: Personal Communication, 1957. 
7. Gruber, F. E.: Personal Communication, 1957. 8. Wentsler, 
N. E.: Personal Communication, 1957. 9. Hawkins, R.: Personal 
Communication, 1957. 


to swallow, in bottles of 100 
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CEOICATED TO PHYBIGIAN ANO PATIENT BINCIE 
“ NEW YORK 14,N.Y. | TORONTO 1 ONTAP 


211 
HOSPITAL STAFFS ACCLAIM ‘SENOKOT’ IN THE 
fee 
FOR ALL PATIEZ 
| | 
| 
~ 


J.A.M.A., June 20, 1959 


TUB SIDE 


by E. K. H. 


The Wall Street Journal carries the story of a 
man who went to his lawyer about a bad deal he 
had received from a real estate operator. 

“I bought this land in good faith, only to find 
that it is practically all swampland,” he com- 
plained. 

“Sorry, old man,” said the lawyer. “There is abso- 
lutely nothing you can do. I'm afraid you're just 
left holding the bog.” 

A youngster walked into a Connecticut bank the 
other day to open an account with $25. The bank’s 
vice-president gave him a benign smile and asked 
how: he had accumulated so much money. 

“Selling magazine subscriptions,” said the lad. 

“Well, you've done very well. You sold them to 
a lot of people obviously.” 

“Nope,” answered the little boy proudly. “I sold 
them all to one family—their dog bit me.” 

“My!” commented a friend as his host led the way 
into the study, “that’s a remarkably lifelike portrait 
of your wife!” 

“Yes, isn't it?” answered the man with « shudder. 
“I jump every time I see it.” 

The young new medical officer was doing his 
best to ignore the charms of his patient, the pret- 
tiest civil service employee in headquarters. With 
great dignity he again stooped to pick up the steth- 
oscope which kept slipping from his fingers. 

“Are you all right, sir?” asked the girl sweetly. 
“You seem sort of nervous.” 

The doctor scoffed. “Me, nervous? Why should I 
be? Now then,” he ordered in his most professional 
tone, “deep breathely!” 

e 

A 4-year-old Milwaukee youngster, according to 
the Catholic Digest, walked into his house one day 
holding up a long worm. 

“What in the world,” demanded his horrified 
mother, “are you doing with that ugly worm?” 

“We were playing outside,” said the boy, “and I 
thought I'd show him my room.” 

After a day of complete harassment, the mother 
shook her finger at her ornery youngster. 

“All right, Junior,” she snapped. “Do anything you 
darn please! Now let me see you disobey that!” 


“What do you mean, you haven't any reason to go 
on living?” demanded the woman of her depressed 
husband. “The house isn’t paid for, the television 
set isn’t paid for, the car isn’t paid for—” 

“Doris,” called the woman irritably to her new 
maid, “look at this dust. I can write your name on 
every piece of furniture in the house!” 

“I know,” said the maid, “and vou spell it wrong. 
It’s ‘Dorris’—not “Doris’!” 

* 

A couple celebrating their 20th anniversary were 
seated at the movies, watching one of those torrid 
foreign films. When they got home that night the 
wife turned to her husband coyly. 

“Why is it you never make love to me like all 
those men in the movies?” she murmured. 

“Don't be ridiculous dear,” he replied. “Do you 
know how much they pay those fellows for doing 
that?” 


Fi 


“It'll be a relief when she reaches school age, 
but I dread turning her loose on the world.” 
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in vaginitis 


TRICOFURON: 


destroys all 3 principal pathogens 


Whether vaginitis is caused by Trichomonas, Monilia or Hemophilus 
vaginalis—alone or combined—TRICOFURON IMPROVED swiftly relieves 
symptoms and malodor, and achieves a truly high percentage of cul- 
tural cures, frequently in 1 menstrual cycle. TRICOFURON IMPROVED 
provides: a new specific moniliacide MICOFUR® brand of nifuroxime, 

an established specific trichomonacide FUROXONE® brand of furazolidone 

and the combined actions of both against Hemophilus vaginalis. 


1. Office insufflation once weekly of the Powder (MICOFUR [ anti-5-nitro- 
2-furaldoxime] 0.5% and FUROXONE 0.1% in an acidic water-soluble 
powder base). 2. Continued home use twice daily, with the Supposito- 
ries (MICOFUR 0.875% and FUROXONE 0.25% in a water-miscible base). 


NEW BOX OF 24 SUPPOSITORIES WITH APPLICATOR 
POR MORE PRACTICAL AND ECONOMICAL THERAPY, 


NITROFURANS-—a new class of antimicrobial either antibiotics nor sulfonamides. al J, 
EATON LABORATORIES, NORWICH, NEW YORK 7 
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Do you really save money with cheap tape? 


Here’s how you save when you buy Curity quality ! 


Tears clean. No tangled, twisted, ruined ad- 
hesive. Wet-Pruf by Curity has proper 
body. Easy to tear, easy to handle. 


Wears clean. Dressing changes are few and 
far between. Mainly because Wet-Pruf is 
water and soil resistant. It sticks, stays 
stuck, through heavy perspiration, wash- 
ing —showers. 


Stays fresh. No waste. A gentle pull and 
this premium adhesive unwinds clear down 
to the core. With Curit; \Vet-Pruf, the last 
inch is as fresh as the first. 


When price is an immediate concern, 
there’s Regular and extra-economy Arro®— 
both by Curity. 


Curity ...the other word for quality 


214 
any 
~ AK w 
YS 
/ 
A q 
CO} SN 
Z 
we, 
4 
e ® 
A FEW CENTS MORE BUY Un" 
eee 
i 
| 
id 
Ut Bauer « Black 
4 Cr « 
3 DIVISION OF THE KENDALL COMPANY ° 
ADHESIVE = 


215 
y ee Be 


Control of 


acute agitation: as close as this 


You are always prepared to cope with acutely agitated patients 
when SPARINE is in your bag. SPARINE caims the patient quickly, 
reducing both the emotional and physical manifestations 

of agitation and apprehension. 

The prompt control obtained with injectable SPARINE can be 
maintained by the use of SPARINE intramuscularly or orally. 


Sp arine HYDROCHLORIDE 


Promazine Hydrochioride, Wyeth 
Injection Tablets Syrup Philadelphia 1, Pa. 
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your patient has 
high blood pressure 
plus one or more of 
these complications: 
anxiety 

congestive failure 
tachycardia 
edema/overweight 
control all the 
symptoms with just 
one prescription 


Cerpasi 


(hydrochlorothiazide 
and reserpine 


Combination Tablets 
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new H'sidrix-Serpasil. 


B.P.: 180/125 mm. Hg B.P.: 205/145 mm. Hg 


Heart rate: 96 beats/min. Orthopnea 
Enlarged heart Venous engorgement 
Ascites 


High blood pressure High blood pressure 
plus tachycardia plus congestive failure 


Therapy: Esidrix-Serpasil. Rationale: Heart- Therapy: Esidrix-Serpasil. Rationale: Potent 
slowing effect of Serpasil to prolong diastole, diuretic action of Esidrix to relieve edema, im- 
allow more time for recovery of myocardium, | prove cardiac status. Combined antihypertensive 
increase coronary blood flow, improve cardiac action of Esidrix and Serpasil provides reduced 
efficiency. Potentiated antihypertensive effect for blood pressure levels. Convenient combination 
greater blood pressure control. tablet medication for greater patient acceptance. 
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one prescription that controls high 
blood pressure plus its complications 


B.P.: 220/140 mm. Hg 
Edema 
Weight: 210 pounds 


High blood pressure 
plus edema/overweight 


Therapy: Esidrix-Serpasil. Rationale: Diuretic 
effect of Esidrix to eliminate excess body fluids, 
bring patient to dry weight. Potentiated antihy- 
pertensive effects of Esidrix and Serpasil in-com- 
bination. Convenience of 1-prescription therapy. 


B.P.: 170/112 mm. Hg 
Nervous 
Sweating palms 


High blood pressure 


plus anxiety 


Therapy: Esidrix-Serpasil. Rationale: Central 
action of Serpasil to calm the patient, shield him 
from environmental stress. Combined antihyper- 
tensive action of Esidrix and Serpasil for reduced 
blood pressure levels. Simplified dosage schedule. 


rs | | 

i 


one prescription that controls high 
blood pressure plus its complications 
Esidrix-Serpasil Combination Tablets 


A new antihypertensive combination—Esidrix-Serpasil is a com- 
bination of Esiprix™ (hydrochlorothiazide c1BA), an im- 
proved analog of chlorothiazide developed by c1BA research, 
and SERPASIL® (reserpine c1BA). Each tablet combines the 
potent diuretic and mild antihypertensive effects of Esidrix 
with the antihypertensive, heart-slowing and calming effects 
of Serpasil. 

Indications—Esidrix-Serpasil is indicated in all grades of hyper- 
tension, particularly when one or more of the following com- 
plications exist : anxiety, tachycardia, congestive failure, pitting 
edema, edema of obesity, other edematous conditions. 


More effective than either drug alone—Investigators who have 

used the combination of hydrochlorothiazide and reserpine re- 
port that it is more satisfactory than either drug alone. 

(Adapted from Maronde!) 
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(diastolic) 
(systolic) 


(sy stolic) 
(diastolic) 


Patient E.S. Patient E.W. 


jolic) 


0 1 3 4 weeks 
 B.P. with B.P. after 
Serpasil B.P. after 4 weeks 
alone. 3 weeks of Esidrix 
Esidrix of Esidrix and Serpasil 
25 mg. daily and Serpasil combination 
added therapy 


(Adapted from Hurxthal') 


Dosage—Esidrix-Serpasil is administered orally in a dosage 
range of | to 4 tablets daily. Each tablet contains 25 mg. of 
Esidrix and 0.1 mg. of Serpasil. The total daily dose may be given 
after breakfast or in 2 or 3 divided doses. Dosage in every case 
should be individualized and adjusted to meet changing needs. 


Since the antihypertensive effect of Serpasil is not immediately 
apparent, the maximal reduction in blood pressure may not 
occur for 2 weeks. At this time the dosage of Esidrix-Serpasil 
should be adjusted to the amount necessary to obtain the de- 
sired blood pressure response. For maintenance, as little as 1 
tablet daily may be sufficient. 


In cases of more severe hypertension, dosage of Esidrix-Serpasil 
can be revised upward to 4 tablets daily. When necessary, more 
potent antihypertensive agents such as Apresoline, Ecolid or 
other ganglionic blockers may be added. As Esidrix-Serpasil 
potentiates the action of other antihypertensive drugs, such ad- 
ditions to the regimen should be gradual and effects carefully 
observed. When Esidrix-Serpasil is started in patients already 
receiving ganglionic blockers, such as Ecolid, dosage of the lat- 
ter should be immediately reduced by at least 50 per cent. 


Side effects and cautions—As when any diuretic agent is used, 
patients should be carefully observed for signs of fluid and elec- 
trolyte imbalance. Esidrix in therapeutic doses is generally well 
tolerated. Side effects, even from large doses, have been few. 
Since Esidrix greatly reduces the amount of Serpasil needed, 
the incidence of side effects sometimes encountered with Serpasil 
is diminished. 


Complete information on Esidrix-Serpasil available on request. 


Supplied—Esidrix-Serpasil Tablets, 25 mg./0.1 mg., each con- 
taining 25 mg. of Esidrix and 0.1 mg. of Serpasil ; bottles of 100. 


References—1. Maronde, R. F.: Clinical Report to c1BA. 
2. Hurxthal, L. M.: Clinical Report to crBa. 


APRESOLINE® hydrochloride (hydralazine hydrochloride cipa) 
ECOLID® chloride (chlorisondamine chloride c1Ba) 


Cerpasl 


(hydrochlorothiazide 
and reserpine CIBA) 


Combination Tablets 


SUMMIT, N. J. 
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the pattern of 


GLUCOSAMINE 
POTENTIATED 
TETRACYCLINE 


COSA- 
TETRACYN 


capsules 
125 mg., 250 mg. 


oral suspension 
orange flavored, 2 oz. bottle, 125 mg. 
per teaspoonful (5 cc.) 


pediatric drops 
orange flavored, 10 cc. bottle (with 
calibrated dropper), 5 mg. per drop 
(100 mg. per cc.) 


Science for the world’s well-being 


Miportant factor PFIZER LABORATORIES 
Svides fast, high Division, Chas. Pfizer & Co., Inc. 


fofessional infor- Brooklyn 6, N. Y. 


Ste: Ra@and high initial antibiotic blood levels are 
Tecoveries. Glucosamine potentiation 
sevels with oral therapy. Bibliography and 


*Trad rk for gt ine- potentiated 
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FOR THE PHYSICIAN AND HIS PATIENTS 
WITH DRY, SENSITIVE SKIN...... 


NIVEA CREME 
NIVEA’ SKIN OIL 


and superfatted 


BASIS SOAP 


Trial supply on request 


SOUTH NORWALK, CONN. U.S.A 


MADE BY THE MAKERS OF ELASTOPLAST @—THE ORIGINAL ELASTIC ADHESIVE 


Polio IMMUNE GLOBULIN 


CUTTER Gamma Globulin 


as a measles modifier 

reduces the severity of the attack, yet 
allows full active immunity. 

for measles prevention 

confers effective passive immunity for 
three to four weeks. 

derived from human venous blood. 
antibody equivalent of more than 40 cc. 
of normal immune serum in each 2 cc. 


Available: 2 cc. and 10 cc. vials, 


Leaders in Human 
Blood Fractions Research 


The Collins 
RESPIROMETER 


It's a Metabolism Apparatus— 
a Vital Capacity Spirometer— 
and a Maximum Breathing Re- 
corder. For the evaluation of 
cardio-pulmonary function, this 
new instrument is basic to the 
modern office or hospital, and 
it is as easy to use as any con- 
ventional BMR apparatus. 


The Collins Vitalometer is only 
one of many spirometers de- 
signed especially for the study 
of respiration—Plastic, Timed, 
Recording, Box-Balloon, Dou- 
ble-Broncho and spirometers 
from one to 600 liters capacity. 


Write for new 42 page catalog 
giving description and prices of all 


a y quip and 
accessories. Ask for catalog ‘‘A’’ 


WARREN E. COLLINS, INC. 
Specialists in Respiration Apparatus 
555 HUNTINGTON AVE., BOSTON 15, MASS. 


J.A.M.A., June 20, 1959 
BOOKS RECEIVED 


Books received by Tue Journnat are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
Tue JourNAL readers as space permits. Books 
listed in this department are not available for 
lending or sale through the American Medical 
Association. 


Principles of Biochemistry. By Abraham White, 
Ph.D., Professor of Biochemistry, Albert Einstein 
College of Medicine, Yeshiva University, New 
York, Philip Handler, Ph.D., Professor of Bio- 
chemistry and Nutrition, Duke University School 
of Medicine, Durham, N. C., Emil L. Smith, Ph.D., 
Professor of Biological Chemistry and Research 
Professor of Medicine, University of Utah College 
of Medicine, Salt Lake City, and DeWitt Stetten, 
Jr.,.M.D., Ph.D., Associate Director in Charge of 
Research, National Institute of Arthritis and 
Metabolic Diseases, National Institutes of Health, 
Bethesda, Md. Second edition. Cloth. $15. Pp. 
1149, with illustrations. Blakiston Division, Mc- 
Graw-Hill Book Company, Inc., 330 W. 42nd 
St., New York 36; 95 Farringdon St., London, 
E. C.4, England; 253 Spadina Rd., Toronto 4, 
Canada, 1959. 


The Volunteer and the Psychiatric Patient. Re- 
port of conference on volunteer services to psychi- 
atric patients, held in Chicago, Illinois, June 12-17, 
1958. Conducted by American Psychiatric Associ- 
ation with American Hospital Association, Ameri- 
can National Red Cross, National Association for 
Mental Health, Veterans’ Administration, and 
made possible by grant from National Institute of 
Mental Health, Public Health Service, United 
| States Department of Health, Education, and Wel- 

fare. Editorial Board: Daniel Blain, M.D., and 
| others. Editorial preparation: Natalie Davis Spin- 
garn. Paper. Pp. 124. American Psychiatric Associ- 
ation, 1700 18th St., N. W., Washington 9, D. C., 
1959. 


The Anastomoses Between the Leptomeningeal 
Arteries of the Brain: Their Morphological, Patho- 
logical and Clinical Significance. By Henri M. 

| Vander Eecken, M.D., Professor of Medical Psy- 
chology and Agrégé in Neurology, Faculty of Medi- 
| cine, University of Ghent, Belgium. Preface by 
| Raymond D. Adams, Bullard Professor of Neuro- 
pathology, Harvard Medical School, Boston, Cloth. 
$7.50. Pp. 160, with 62 illustrations. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill; Blackwell Scientific Publications, 
Ltd., 24-25 Broad St., Oxford, England; Ryerson 
| Press, 299 Queen St., W., Toronto 2B, Canada, 
| 1959 


The Practical Evaluati of Surgical Heart 
| Disease: The Grover Clinic. Written and compiled 
| by Robert G. Trout, M.D. Edited by Robert P. 

Glover, M.D. Medical illustrator: Joseph Sunner. 
Heart sounds recorded by J. Scott Butterworth, 
M.D. [Adapted from American Medical Association 
convention exhibit (June, 1957) which was awarded 
Billings Gold Medal.] Cloth. $10. Pp. 132, with 
| illustrations and one 45 r. p. m. recording. Blakiston 
Division, McGraw-Hill Book Company, Inc., 330 
W. 42nd St., New York 36; 95 Farringdon St., 
| London, E. C. 4, England; 253 Spadina Rd., To- 
ronto 4, Canada, 1959. 


Medern Dermatologic Therapy. Edited by 
Thomas H. Sternberg, M.D., Professor of Medicine 
(Dermatology) and Assistant Dean for Postgradu- 
ate Medical Education, University of California 

| School of Medicine, Los Angeles, and Victor D. 
Newcomer, M.D., Associate Professor of Medicine 
(Dermatology ), University of California School of 
Medicine, Los Angeles. University of California 
medical extension series. Cloth. $10. Pp. 520, with 
illustrations. Blakiston Division, McGraw-Hill Book 
Company, Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E. C. 4, England; 253 
Spadina Rd., Toronto 4, Canada, 1959. 


Zur Begutachtung der Blutkrankheiten. Von 
Prof. Dr. med. O. Fresen, Prof. Dr. med. H. Bege- 
mann und Dr. med. H. Merker. Neue Folge Heft 
70, Arbeit und Gesundheit: Sozialmedizinische 
Schriftenreihe aus dem Gebiete des Bundesminis- 
teriums fiir Arbeit und Sozialordnung. Herausge- 
geben von Prof. Dr. phil. et med. M. Bauer, Dr. 
med, F. Paetzold und Ministerialrat Dr. med. Cl. 
Dierkes. Paper. 19.50 marks. Pp. 142, with 15 
illustrations. Georg Thieme Verlag, Herdweg 63, 
(14a) Stuttgart, West Germany, 1959. 


(Continued on page 227) 
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treats more patients more 


a-new order of magnitude in ‘corticosteroid effectivi 


A recent evaluation of corticosteroids: 
DECADRON “‘offers a superi 
minimum of side effects. | 


iGordon, D. M.: North Carolina M 
Additional literature is available to p 
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Is a trademark of Merck &Co : 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 


NEW 
G.I. DOSAGE 
FORM 


ilpath-200 


200 mg. Miltown® + 25 mg. anticholinergic 


1/, strength Miltown (200 mg.) with 


full-level anticholinergic (25 mg.) 


Two dosage forms of Milpath are now available 


MILPATH 200-Each yellow, coated tablet contains 200 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


DOSAGE: | or 2 tablets t.i.d. at mealtime and 2 tablets at bedtime. 


MILPATH 400—Each yellow, scored tablet contains 400 mg. 
meprobamate and 25 mg. tridihexethyl chloride. 


DOSAGE: | tablet t.i.d. at mealtime and 2 tablets at bedtime. 
Both forms supplied in bottles of 50 tablets. 
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FOR DOSAGE 


ADJUSTABLE TO THE 


0 


111111 


MEASURE OF THE MAN 


Milpath 200 


... When the G. I. patient requires increased 
anticholinergic effect with normal levels of tranquili- 


zation, prescribe 2 Milpath 200 t.i.d., or as needed. 


Milpath 200 


... When the G. I. patient requires long-term 
management with established anticholinergic levels 


but with lower levels of tranquilization, prescribe 


1 Milpath 200 t.i.d., or as needed. 


WALLACE LABORATORIES New Brunswick, N. J. 
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“cures” in 93.1% of trichomoniasis 

of 58) treated by Giorlando and 

patients were followed up, using tor a 

minimum of three months, many for as long as_ 
eight months. All remained negative. Using the 
same strict criterion of negative cultures, Weiner 

achieved comparable success*—46 of 51 Patients 

freed of trichomonads. _ 


To help rule out 
bands willingly cooperate as a part of the wife’s 
treatment when RAMSES,” the pure gum rubber 
prophylactics with “built-in” sensitivity, are sug- 

gested for use routinely. 


Active ingredients in VAGISEC liquid: 
Sodium ethylene diamine tetra-acetate, 


76:666 (Sept.) 1958. 2. Weiner, | 
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Ctest Criterion— immediate relief of painful symptoms—few 
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(Books Received Continued) 


Vocational Rehabilitation for the Physically 
Handicapped. By Louise M. Neuschutz. Forewords 
by Winthrop M. Phelps, M.D., Medical Director, 
Children’s Rehabilitation Institute for Cerebral 
Palsy, Baltimore, and K. Vernon Banta, Technical 
Adviser to President’s Committee on Employment 
of Physically Handicapped. Cloth. $5.75. Pp. 136, 
with illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 24-25 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., | 
W., Toronto 2B, Canada, 1959. 


Vol. 170, 


Chirurgie der Hand: Atlas der Operationstech- 
nik. Von Mare Iselin. Unter Mitarbeit von Luc 
Gosse, Serge Boussard und Daniel Benoist. 
Deutsche Ubersetzung von Dr. med. Alfred 
Lamesch. Mit einem Geleitwort von Prof. Dr. 
O. Hilgenfeldt. Titel der Originalausgabe: Atlas de | 
technique opératoire: Chirurgie de la main. Edi- 
tions médicales Flammarion, Paris, Cloth. 69 marks. | 
Pp. 325, with 693 illustrations. Georg Thieme Ver- 
lag, Herdweg 63, (14a) Stuttgart, West Germany; 
{Intercontinental Medical Book Corporation, 381 
Fourth Ave., New York 16], 1959. 


1 


Herz-K Angewandte Phy- 
siologie und | funktionelle Therapie. Zugleich voll- 
und Abschluss des 
Werkes Band I: Theoretische 
Grundlagen einer funktionellen Therapie. Kapitel 
I-VI. Band I: Klinik und Therapie der Herz~- 

reislauferk mn. Kapitel VII-XIV. Von 
M. Hochrein und I. Schleicher. Cloth. 230 marks. 
Pp. 854; 855-2196, with 237; 238-580 illustra- 
tions. Dr. Dietrich Steinkopff Verlag, Holzhofallee 
35, (16) Darmstadt, Germany, 1959. 


Autolyse-Krankheiten in der Chirurgie: Klinische 
und experimentelle Studien zur Pathogenese und 
Therapie einiger akuter, insbesondere posttrauma- 
tischer Krankheitsbilder. Von Priv.-Doz. 
Koslowski. Mit einem Geleitwort von Prof. Dr. 
H. Krauss. Paper. 19.80 marks; $4.70. Pp. 159, 
with 60 illustrations. Georg Thieme Verlag, Herd- 
weg 63, (14a) Stuttgart, West Germany; [Inter- 
continental Medical Book Corporation, 381 Fourth 
Ave., New York 16], 1959. 


Allgemeine Pathologie: Grundlagen und Prob- 
leme. Ein Lehrbuch. Von Dr. Erich Letterer, 0.6. 
Professor der Allgemeinen Pathologie und patholo- 
gischen Anatomie, Direktor des Pathologischen 
Instituts der Universitit Tiibingen. Cloth. 69 
marks; $16.45, Pp. 849, with 632 illustrations. 
Georg Thieme Verlag, Herdweg 63, (14a) Stutt- 
gart, West Germany; [Intercontinental Medical 
ao Corporation, 381 Fourth Ave., New York 16], 
1959. 


Angewandte und topographische Anatomie: Ein 
Lehrbuch fiir Studierende und Arzte. Von Pro- 
fessor Dr. G. Téndury, Direktor des Anatomischen 
Instituts der Universitit Zurich. Second edition. 
Cloth. 79 marks; $18.80. Pp. 578, with 411 illus- 
trations. Georg Thieme Verlag, Herdwey 63, (14a) 
Stuttgart, West Germany; [Intercontinental Medical 
ao Corporation, 381 Fourth Ave., New York 16], 


International Textbook of Allergy. Edited by 
J. M. Jamar, M.D., Lecturer at University of 
Louvain, Louvain. Cloth. $17.50. Pp. 639, with 
illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Il.; 
entific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., To- 
ronto 2B, Canada; Ejnar Munksgaard, N¢rregade 6, 
Copenhagen, K, Denmark, 1959. 


Progress in Psychotherapy. Volume IV: Social 
Psychotherapy. Edited by Jules H. Masserman, 
Chicago, 


Northwestern University, and J. 


$8.75. Pp. 361, with illustrations. Grune & Strat- 
ton, Inc., 381 Fourth Ave., New York 16; 15/16 


Scientific Sessions of the Society of Biological Psy- 
chiatry, San Francisco, May, 1958. Edited by Jules 
H. Masserman, M.D., Professor of Neurology and 
Psychiatry, Northwestern University, Chicago. 
Cloth. $9.75. Pp. 338, with illustrations. Grune & 


15/16 Queen St., Mayfair, London, W. 1, Eng- 
land, 1959. 


“(Continued on page 236) 


Dr. Leo , 


Blackwell Sci- | 


M.D., Professor of Neurology and Psychiatry, | 


Moreno, M.D., Director, Institute of Psychodrama 
and Group Psychotherapy, Beacon, N. Y. Cloth. | 


Queen St., Mayfair, London, W. 1, England, 1959. 
Biological Psychiatry: The Proceedings of the 


Stratton, Inc., 381 Fourth Ave., New York 16; | 


Athlete’s Foot — one of the most 
prevalent and troublesome fungus 
infections today — is estimated to affect 
90% of the population at one time or 
another. Desenex, containing the 
unsaturated fatty acid, undecylenic acid, 
has proved to be one of the most potent 
antimycotic agents known for effective 
treatment of superficial fungus infections. 
Night and Day Treatment 

At Night — Desenex Ointment 
(zincundecate) — 1 oz. tubes. 

During the Day — Desenex Powder 
(zincundecate) — 114 oz. container. 

Also — Desenex Solution (undecylenic 


FOR ATHLETE’S FOOT 


acid) —2 fi. oz. bottles. 
In Otomycosis ~ Desenex Solution fast relief from itching 
or Ointment. prompt antimycotic action 


continuing prophylaxis 
pattie Write for samples 
MALTBIE LABORATORIES DIVISION 
Wallace & Tiernan Inc. ¢ Belleville 9, N.J. 0-92 


PRACTICES FOR SALE 


CALIFORNIA — SOUTHERN; GENERAL PRACTICE; 
six room air-conditioned suite in new medical center; 
rent includes all utilities; purchase modern equipment, 


(Continued from page 210) 
PROFESSIONAL AND TECHNICAL AIDES 


LABORATORY TECHNICIANS TO AUGMENT PRES- wns ao th 89,000, Box 
ent rotating laborstory staff of 169 bed general hospital ; 9333 free; population 
well equipped under direction of qualified pathologist; P 
generous salary based on registration ASCP; college CALIFORNIA EYE PRACTICE, LOS ANGELES; 


education, and experience, plus meals and uniform 
laundry; excellent benefits; 10 paid holidays; 3 weeks 
vacation; sick leave; 40 hour week; paid rotating night 
call: $15 per week day; $50 per weekend, Saturday 
noon to Monday morning; hospitalization insurance vol- 
untary retirement plan; rooms in attractive living 
quarters, if required, at nominal $30 per month. Please 
have applicants write to: Robert A. Fox, MD, Director 
of Laboratory, Northern Westchester Hospital, Mount 
Kisco, New York. L 


long established ; 


must sell now due to illness for cost 
of equipment only. % AMA. 


Box 9363 P, 


FLORIDA—GENERAL PRACTICE IN FAST GROW- 
ing town with large drawing area; open staff hospital 
nearby; collections $22,000 last year; modern com 
pletely equipped office available now due to eimtecy 
service; no down payment. Box 8279 P, % A 


GEORGIA — 30 MINUTES ATLANTA; UNOPPOSED 
general practice in growing small town with stable in- 
dustries; good as full time practice, or as part time if 
doctor desired to live in Atlanta. Box 9346 P, % AMA. 


TECHNICIANS — GENERAL MEDICAL 
technicians; male, for employment with the Federal 
Government; requirements, under 38 years of age, U. 8. 
citizen; knowledge of x-ray and laboratory procedures ; 
military obligation completed; willing to serve overseas; 
beginning salary, $4,490 per annum; additional allow- 
ance when assigned overseas; request initial reply in- 
clude personal, professional, and military background ; 
personal interview will be arranged for those who are 
accepted. Box 8289 L, % A 


MEDICAL 


ILLINOIS—-SOUTHWEST CHICAGO; LONG ESTAB- 
lished general practice; well equipped 5 room apart- 
ment available upstairs for doctor; hospitals available; 
will introduce; easy terms; ideal for man starting 
practice. Box 8228 P, % AMA. 


(Continued on page 236) 
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helps them weather the hay fever season 


BENADRYL 


ANTIHISTAMINIC-ANTISPASMODIC 


gives fast, comprehensive relief of allergic symptoms. At this time of 
year pollens from trees, grasses, or weeds cause distressing symptoms 
in allergic patients. You can help your patients to enjoy greater com- 
fort during the hay fever season by prescribing BENADRYL, Its 
potent antihistaminic action rapidly relieves nasal blockage, rhi- 
norrhea, sneezing, itching, and related allergic reactions, while its 
atropine-like antispasmodic action swiftly suppresses bronchial and 
gastrointestinal spasms. BENADRYL Hydrochloride (diphenhydra- 
mine hydrochloride, Parke-Davis) is available in a variety of con- 
venient forms including: Kapseals,® 50 mg. each; Kapseals, 50 mg., 
with ephedrine sulfate, 25 mg.; Capsules, 25 mg. each; Elixir, 
10 mg. per 4 cc.; and Emplets,° 50 mg. each, for delayed action. 
For parenteral therapy, BENADRYL Hydrochloride Steri-Vials,® 
10 mg. per cc.; and Ampoules, 50 mg. per cc. 


CAM 
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wherever there is inflammation, swelling, pain 


VARIDASE 
B HC ] Tables 


conditions 

for a fast 

& comfortable 
comeback 


Host reaction to injury or local infection has a 
catabolic and an anabolic phase. The body responds 
with inflammation, swelling and pain. In time, 
the process is reversed. VARIDASE speeds up 

this normal process of recovery. 

By activating fibrinolytic factors VaripasE shortens 
the undesirable phase, limits necrotic changes 

due to inflammatory infiltration, and initiates 
the constructive phase to speed total remission. 
Medication and body defenses can readily penetrate 
to the affected site; local tissue is prepared 

for faster regrowth of cells. 

In infection, the fibrin wall is breached while 

the infection-limiting effect is retained. In acute 
cases, response is often dramatic. In chronic 

cases, VARIDASE Buccal Tablets can stimulate 

a successful response to primary. therapy 

previously considered inadequate or failing. 


for routine use in injury and infection 
... new simple buccal route 


VariwasE Buccal Tablets should be retained in the buccal 
pouch until dissolved. For maximum absorption, 

patient should delay swallowing saliva. 

Dosage: One tablet four times daily usually for five days. 
When infection is present, VaripAsE Buccal Tablets 
should be given in conjunction with ACHRoMyYCIN® V 
Tetracycline with Citric Acid. 

Each VaripasE Buccal Tablet contains: 10,000 Units 
Streptokinase and 2,500 Units Streptodornase. 

Supplied: boxes of 24 and 100 tablets. 


1. Innerfield, I.: Clinical report cited with permission 
2. Clinical report cited with permission 


Gee LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY 
Pearl River, New York 
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FORCE INJURY CHRONIC — INFLAMMATORY 4 
“| 
cleared by fifth day” resolved conservatively By 
with VARIDASE' 4 within a week 
ABSCESS back on his feet CELLULITIS 
at school again ina week after normal routine 4 
with 3 days recurrent episode’ resumed after 4 days 


BONADOXIN Tablets relieve nausea and vom- 
iting of pregnancy in 9 out of 10,'- often 
within a few hours. 


A controlled study of 620 cases reported 
that BONADOXIN is exceptionally well tol- 
erated. BONADOXIN is rarely soporific. 


NOTE: BONADOXIN has also been shown highly 

effective in relieving nausea and vomiting as- 

sociated with: anesthesia, radiation sickness, 

Meniere’s syndrome, labyrinthitis, cerebral arte- 

riosclerosis and motion sickness. 

Each tiny pink-and-blue BONADOXIN tablet 

contains: 

Meclizine HCI (25 mg.) . 
antinauseant effects. 

Pyridoxine HCI (50 mg.) . . . for specific meta- 
bolic replacement. 

DOSAGE: usually one tablet at bedtime. Severe 

cases may require another dose on arising. 

SUPPLIED: tiny pink-and-blue tablets, bottles of 

25 and 100. Fruit-flavored, clear green syrup 

in 30 cc. dropper bottles. 

Infant colic? BONADOXIN DROPS are antispas- 

modic...stops colic in 84% of cases.®-'0 

Each cc. contains: 

Meclizine dihydrochloride ....... 8.33 mg. 

Pyridoxine hydrochloride ........16.67 mg. 


. for antivertiginous, 


Dosage: 

under6 months 0.5cc. 

6 months to 2 or 3 times 
2 years 1.5 to 2 cc. 
2 to 6 years 3 ce. pe juice 
adults and or water 
children over6 1 tsp. (5.cc.) 


References: 1. Goldsmith, J. W.: Minnesota Med. 
40:99 (Feb.) 1957. 2. Groskloss, H. H., et al.: Clin. 
Med. 2:885 (Sept.) 1955. 3. Weinberg, A., and Werner, 
W. E. F.: Am. Pract. & Digest Treat. '6:580 (April 
1955. 4. Crawley, C. R.: West. J. Surg. 8:463 (Aug. 
1956. 5. Tartikoff, G.: Clin. — 3:223 (March) 1955. 
6. and Fox, Clinical exhibit. 7. 
Codlin W., and Lowden, R J.: Northwest Med. 
57: 331 RS 1958. 8. Dougan, H. T.: Personal com- 
munication. 9. Leonard, C. L.: Personal communica- 
tion. 10. Steinberg, C. L.: Personal communication. 
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(tablets and drops) 


MORNING 
SICKNES 


n, Pfizer & Co., 


for the World's Well-Being 
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eee Invifing pollenosis The control of allergic symptoms 
is a very important problem for your hay fever patient. You can prescribe rapid, 
thorough relief with PoLARAMINE — close approach to a perfect antihistamine. 
With PoLaraAMINE your hay fever patient can reap the benefits of antihistamine 
therapy with minimal side effects. Because of its unsurpassed therapeutic effectiveness, 
PoLARAMINE affords unexcelled antihistaminic protection at lower dosages than 
other antihistamines... and annoying side effects are virtually eliminated. 


POLARAMINE REPETABS permit patients daylong or nightlong relief 
from allergic symptoms with a single medication. 


Supplied: POLARAMINE REPETABS,® 6 mg., bottles of 100 and 1000. / Tablets, 2 mg., 
bottles of 100 and 1000. / Syrup, 2 mg. per 5 cc., bottles of 16 oz. 


POLARAMINE’ 


ALEATE dextro-chlorpheniramine maleate 


aw SiSy?, 


2, 


PT RE, Pr 


Ay on we 


SYMBOL OF THE 
ONE-DOSE CONVENIENCE 
YOU WANT FOR YOUR PATIENT 


SCHERING CORPORATION Bloomfield, New Jersey 


EN-1479-9 
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J.A.M.A., June 20, 1959 
(Books Received Continued) 


The Functions of the Endocrine Glands. By Peter 
F. Hall, M.D., M.R.C.P., M.R.A.C.P., Assistant 
Physician, Sydney Hospital, Sydney. Cloth. $5.75. 

° ° Pp. 290, with 77 illustrations. W. B. Saunders 
uminate Company, 218 W. Washington Sq., Philadelphia 5; 

7 Grape St., Shaftesbury Ave., London, W. C, 2, 

England; Horwitz Publications, Inc., Horwitz 
House, 398-402 Sussex St., Sydney, N. S. W., Aus- 


tralia, 1959. 
Hypertension: The First Hah i 
on Hypertensive Disease. Edited by pon H. Moyer, 


M.D., Professor and Chairman of Department of 


Medicine, Hahnemann Medical College and Hos- 
pital, Philadelphia. With assistance of John R. 
Beem, M.D., and others. Cloth. $14. Pp. 790, with 
illustrations. W. B. Saunders Company, 218 W. 


Washington Sq., Philadelphia 5; 7 Grape St., 
Shaftesbury Ave., London, W. C. 2, England, 1959. 


A Synopsis of Ph : With Special Ap- 
plication to Dentistry. By V. c. Sutherland, Ph.D., 
Assistant Professor of Dental Pharmacology, Uni- 
versity of California Medical Center, San Fran- 
cisco. Paper. $4. Pp. 267, with illustrations. W. B. 
Saunders Company, 218 W. Washington Sq., 


Philadelphia 5; 7 Grape St., Shaftesbury Ave., 
London, W.C. 2, England, 1959. 
er Vision Screening for Elementary Schools: The 
Orinda Study. By Henrik L. Blum, M.D., Henry 
B. Peters, M.A., O.D., and Jerome W. Bettman, 
PIPERAZINE M.D. Paper. $3.75. Pp. 146, with 26 illustrations. 
University of California Press, Berkeley 4; 214 
Royce Hall, University of California, Los Angeles 


24; Cambridge University Press, Bentley House, 
200 Euston Rd., London, N. W. 1, England, 1959. 


Handbook of Diet Therapy. Written and com- 
piled by Dorothea Turner for American Dietetic 
Association. Third edition. Cloth. $5. Pp. 222. 
University of Chicago Press, 5750 Ellis Ave., Chi- 
cago 87; Cambridge University Press, Bentley 
House, 200 Euston Rd., London, N. W. 1, Eng- 
land; University of Toronto Press, Toronto 5, 
Canada, 1959. 


Ricerche sperimentali sulla evoluzione istopato- 
logica delle lesioni acute esofagee da caustici e 


sulle di tte dai corticosteroidi: 
~Piperazine Citrate, 100 még. per ce. Deduzioni cliniche. Di Oscar Sala e Vincenzo Ricci. 
[With English summary.] Arch. ital. otol., supp. 
XXXVII. Paper. Pp. 63, with 30 illustrations. 


é +] BLET Archivio italiano di otologia, rinologia e laringo- 
logia, via C. Farini 40, Milan, Italy, 1958. 

a iperazine Citrate, 250 or 500 mg: scored The Harvey Lectures Delivered under the Aus- 

pices of the Harvey Society of New York 1957- 

1958. Series LIII. Under patronage of New York 

‘ANTEPAR’ WAFERS Academy of Medicine. By Dr. John H. Dingle and 

others. Cloth. $7.50. Pp. 254, with illustrations. 

Academic Press, Inc., 111 Fifth Ave., New York 3; 


~Piperazine Phosphate, 500 mg. Academic Press, Inc. (London) Ltd., 40 Pall Mall, 
London, S. W. 1, England, 1959. 


Literature available on request A Guide to Orthopedics. By T. T. Stamm, M.B., 
B.S., F.R.C.S., Orthopedic Surgeon to Guy’s Hos- 
pital, London. Paper. $3. Pp. 115, with illustra- 
x tions. Charles C Thomas, Publisher, eeere E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scien- 
BURROUGHS WELLCOME & CO. (U. S.A.) INC., Tuckahoe, New York tific Publications, Ltd., 24-25 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., 
Toronto 2B, Canada, 1958. 


Medical M Technology. By J. J. Edwards, 
Cc 207 NEW YORK w YORK CITY SUBURB; ACTIVE Chief Technologist, London Hospital Medical Col- 
Jontinued from page NEW YORK—NEW YORK CITY SUBURB; 
( df pag ) general practice; $60,000 gross; fully equipped, unop- lege Museum, London, and . J rege oes Ms 
ILLINOIS—CHICAGO; FULLY EQUIPPED 3 ROOM bosed location; many qomgetanten qoceunts; little $3.40; 21 ‘shillings. Pp. 172, with illustrations. 

office with x-ray; only physician within a 4 block Sell required ; ton Oxford University Press, Amen House, London, 

redius: established 20 years; reasonable terms; special- available immediately. | 4, England; 417 Fifth Ave., New York 16; 

aming. Box 008 P, So AMA Amen House, 480 University Ave., Toronto 2 

sale; very reasonable price; near Loop; give full par- cident 90 

Box 8216 P, % AMA. P, eqtook! klyn 4, New York, telephone: Virus Growth and Variation: Ninth Symposium 
INDIANA—POPULATION | 60,000; GOOD HOSPITAL Bensonhurst. 6-5 P | of the Society for General Microbiology held at the 

buy office; leaving to specialize; general practice grossed OMPLETELY IC Senate House, University of London, April 1959. 

over $90,000; this would be a good location for 2 men, bre Bh fsa oe pe ct of 4.000 population : [Editors: A. Isaacs and B. W. Lacey.] Half cloth. 

general practitioner or specialist, Box 8285 P, % AMA. drawing area 10,000 to 12,000; three other generai | $7. Pp. 272, with illustrations. Published for Society 
MAINE—UNOPPOSED LARGE GENERAL PRACTICE; and by Cambridge University Press, Bentley House, 200 
well established over more than 17 years; coastal town SO Tense With Options; wel! equipped general hospital | mston Rd., London, N. W. 1; $2 E. 87th St 

13 miles; close to excellent hunting, fishing, skiing, ° > 

a Fe tera -office combination for sale, Reply: boating. Call: Empire 7-3390 or write to: Robert B. | New York 22, 1959. 
Monson, MD, 1234 Long Street, Sweet Home, Oregon. P 
MASSACHUSETTS — GENERAL PRACTICE ESTAB- AR — 

lished 22 years; thriving small town with good industry; office Le malatti b lari e loro esiti, come 

home on main street with modern, well equipped office combination; office waiting room; consultation room; problema geriatrico: Relazione tenuta al VII Con- 


within 14 miles with open staff appointment; gross in- reg treatment rooms; two lavatories; laboratory, X gresso della Societa italiana di gerontologia e 


come over $30,000; terms arranged; ymoving out of storage; home completely remodeled; six geriatria, Genova, 15-16-17 dicembre 1958. [Ed- 


> four bath; den recreation room 
state; will introduce. Box 9365 I grounds two car garage; grossing _ 35,000: available ited by] C. Fazio, U. Cavalieri, e P. Farneti. Gior. 

MINNESOTA — SOUTHERN; GENERAL PRACTICE mmediately to right man; rent, ase, Contact: | gerontol., supp. XVI. Paper. Pp. 118, with illustra- 
available July, 1959; unopposed, office equipped; home Dr. R. C. Worrell, Springtown, Pa., FI-67845. I 
available; specializing; ideal for new graduate, Write: : tions. Giornale di gerontologia, Viale Morgagni 85, 
Box 8183 P, % AMA (Continued on page 240) Florence, Italy, n. d. 
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CAGO TO MEXICO CITY 


STOP OOO ser mues 


WITH A SINGLE DOSE OF 


2 oz. 
TUSSIONEX ° 
liquid .ce 
ort2 
TuSSIONEX” 
tablets... 
a six day 
supply 


Adults: 
1 tsp. or tablet q 12h 


Children: 

Under 1 year.....% teaspoon q 12h 
1-5 years........% teaspoon q 12h 
Over 5 years..... 1 teaspoon q 12h 


YWSSION 


A ‘Strasionic’ Antitussive + Dihydrocodeinone Resin — Phenyltoloxamine Resin 


>» » Pm as advanced as stratospheric jets. One shrinks 
distance...the other stretches 


time between coughs. Both spell progress. 


8-12 Hour Cough Control with a Single Dose 


Stop Useless Debilitating Cough without 


impairing protection of cough mechanism 


Each teaspoonful (5c.c.) or tablet Tussionex 
provides 5 mg. dihydrocodeinone and 10 mg. 
phenyltoloxamine as resin complexes Rx only. Class B taxable narcotic, 


For Literature, Write... 


Originators of ‘Strasionic’ (sustained ionic) Release 


‘ 
® 
3 
We. 
Bi: 
STRASENBURGH Lasorarories 
Ab ROCHESTER, ‘ 
~ 


plus other 


ihypertensive 


ant 


DIUPRES 


es 


THE 


“BROAD-BASE” ANTIHYPERTENSIVE 
by itself in a majority of patients with mild or moderate | 


greatly improved 
and simplified management 


of 
hypertension 


DIURIL, WITH RESERPINE 


a “wide-range” antihypertensive—effective in mild, moderate, and severe hypertension 


* can be used as total therapy or primary therapy, 
adding other drugs if necessary 

* in patients now treated with other drugs, can be used as 
replacement or adjunctive therapy 

* should other drugs need to be added, they can be given in much 
lower than usual dosage so that their side effects 
are often strikingly reduced 

* organic changes of hypertension may be arrested and reversed... 
even anginal pain may be eliminated 


* patient takes one tablet rather than two... 
dosage schedule is easy to follow 


* economical 


DI UP RES- 25 0 250 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine, 
One tablet one to four times a day. 


OI UPRES- 500 500 mg. DIURIL (chlorothiazide), 


0.125 mg. reserpine. 
One tablet one to three times a day. 


@BmercK SHARP & DOHME, DiviSiON OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


AMO O1URIL (OHLOROTHIAZIDE) ARE TRADEMARKS OF MERCK & INC. 
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RITTER’S 


GORDON-BARACH* 


SUPPORT 


for 


PULMONARY 
EMPHYSEMA 


and Allied, Chronic Respira- 
tory Diseases . . . to Assist in 
Diaphragmatic Breathing 


| Dome Chemicals, Inc. .... 


FIG.602.PRICE $15. Give Waist Measurements, 


Unique abdominal support provided by the 
Ritter Gordon-Barach device is attained by 
two spring metal bands. They not only sup- 
port the lower abdomen and increase the 
intra-abdominal pressure, but store mechani- 
cal energy during the inspiratory phase of 
respiration, which is then employed during 
the expiratory cycle thru recoil of the two 
spring bands. 

INDICATIONS for USE: As an ad- 
junct to diaphragmatic breathing in such 
chronic disorders as emphysema and certain 
cases of alveolar asthma. 


the F. A. RITTER Co. 


“Manufacturers of Fine Surgical Appliances 
Since 1919” 

4624 Woodward Ave. Detroit 1, Michigan 

*BARACH, Alvan L., Boosting Exercises in Pul- 

monary Emphysema & Allied Chronic Respiratory 

Disease, Arch, Phys. Med. & Rehab., 36:380, 

1955. 


| Duke Laboratories, Inc. ..... 


PLEASE DO NOT ASK for the 
names of classified advertisers in 
the JOURNAL who use box num- 
bers. It is our agreement with these 
advertisers that the information will 
not be released. Address your re- 
plies or inquiries to the box number 
given, c/o A.M.A., and they will be 
forwarded promptly. 


INDEX TO ADVERTISERS 


FIRM 


Abbott Laboratories 
Ames Co., Inc 
Armour Pharmaceutical Co. 
Aveeno 

Ayerst 


Bauer & Black. 
Bellevue Place 

Borcherdt Malt Extract Co. 
Burdick Corp .204 
Burroughs 194, 236 | 


Cc 


Chicago Maternity Center. 
Ciba Pharmaceutical 


221 


Collins, Warren E., 
Colwell Publishing Co. 
Cook County Graduate School besi Medicine 
Cutter Laboratories ...... 
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7, 58-59, 63, 217-220 
+0222 


Dietene Co. .............. 


Eastman Kodak Co. 
Eaton Laboratories, Inc. 
Endo Laboratories, Inc. 
Exakta Camera Co. 


Fleet, C. B., Co., Inc. 


Geigy Pharmaceuticals 


Inclinator Co, of America 
Irwin, Neisler & Co. . 


Lea & Febiger 
Lederle Laboratories, Div: 
Cyanamid Co. ...... 14, 16- 17. SOL “230- 231, 241 
eming, Thomas, & Co. 33 
Lilly, Eli, & Co. ... 


Maltbie Laboratories Division, 

Wallace & Tiernan, Inc. ........000sceseccccessseoeeee 227 
McNeil Laboratories, Inc. . Al, 193, 207 
Mead Johnson & Co. 4th Cover 
Medical Bureau : 192 
Medical Placement . 306 
Merck Sharp & Dohme; ‘Division of 

Merck & Co., Inc. 238-239 


N 
National Dairy Council... 6 


Ortho Pharmaceutical Corp. 8-10 


Davis & Co. 
Pet M Co. 

Pfizer, ue has., & Co., Inc. 
Physicians Drug & Supply Co. 
Pitman-Moore Co. 

Purdue Frederick Co. 


..34, 3rd Cover 
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Quaker Oats Co. 


| SACRIFICE—GENERAL 


MICROSCOPES- MONOCULARS— $69.50 ; 
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(Continued from page 236) 
PENNSYLVANIA — FOR SALE: RECENTLY BUILT 
professional offices, superb location with charming resi- 
dence; flourishing practice of 24 years of the late Dr. 
Charles A. Nicholas. Information: Paul F. Ford Agency, 
18 South 2nd Street, Easton, Pennsylvania. Pr 


WASHINGTON — PACIFIC NORTHWEST; CITY OF 
40,000; excellent location; established general gorse 
could easily be changed into specialty practice; te 
leaving July for residency. Box 8277 P, 


APPARATUS ETC. FOR SALE 


GUARANTEED RECONDITIONED X-RAY, ELECTRO- 
medical and electrocardiographic equipment; available 
at all district offices: United States and Canada; deal 
directly with factory eronateaten: all sales and services 

; prices 

astruetions. Write to: General 

m any, X-ray Department, Sass Electric 

Ave., Milwaukee |, Wisconsin. Q 


ELECTRIC 200 MA X-RAY 
machine for fraction of original cost; 2 rotating anode 
tubes, fluoroscopic spot-filmer, motor driven, shockproof 
table; good condition; growing radiologic practice re- 
quires larger replacement; inspect by appointment; 
Trenton, New Jersey; $3,500. Box 9356 Q, % AMA. 


BINOCULARS 
guaranteed accept- 
lowest prices; highest quality; 
for catalogue. U. 8. Hospital 
Broadway, New York 3, New 

Q 


$345.00, all makes; 
ance for medical schools; 
tell us your need: write 
Supply Corporation, 838 
York. 


new and used; 


USED LARGE BU eel 
tank and metal stand; 
Dr. Repine, 164 Division “ylgin, 


X-RAY 
t plate size. SH 
Tllinois. 


DEVELOPING 
1-5066 or 
Q 


LARGEST STOCK OF USED-RECONDITIONED AND 
surplus x-ray equipment in America; all makes, models 
of diagnostic and therapy units; delivered, installed, 
guaranteed and serviced. Write for details of deferred 
payment plan and new accessory price list to: The 
Kramer X-Ray Company, Inc., 217 E. 23rd Street, New 
York 10, New York. Q 


Wells 400 sold; k on hand. 
400 East oth Strest. ow York City oo." New 


FOR RENT 


DECEASED MUSKEGON SURGEON'S OFFICE FOR 
rent—Nicely arranged with reception room, business 
office, consultation room, three examining rooms, sur- 
gery, drug room, restroom and large laboratory and 
storage room, furniture and equipment for sale at at- 
tractive price; small upstairs apartment if desired. If 
interested, ple ase contact: Mrs. Norman A. Fleishman, 
1310 Moulton Avenue, North Muskegon, Michigan, 
phone, 4-1705. T 


$50 MONTH RENTAL WILL GET YOU 725 SQ. FOOT 
suite in new medical building in San Francisco Bay area 
California; general Ted and specialists urgently 
needed. Box 8019 Ze AMA. 


CALIFORNIA — BAKERSFIELD; WELL EQUIPPED 
office of deceased general practitioner; convenient to 
hospitals; well established practice; x-ray, reasonable 
rent, laboratory; practice includes surgery and ob- 
stetrics. Mrs. H. A. Bishop, 1095 LeMay Avenue, 
Bakersfield, California, = 


FOR LEASE—NFW MODERN MEDICAL BUILDING; 
8 suites and 1 co-op; x-ray, and laboratory suite; 
planned for 3 man partnership in same field of prac- 
tice; music, intercom, air-conditioning. Write: J. A. 
Marlo, 113 E. Valley Bivd., El Monte, California. T 

FOR LEASE — COMPLETELY IPPED 1,800 

square feet office to share with established young gen- 

eral practitioner: central location; Canoga Park, éni- 
fornia. Write: 8156 ets Avenue, Canoga Park or 

call Diamond 7-6185. T 


Radium Chemical Co., Ine. ........ 
Riker Laboratories, Inc. 
Ritter, F. A., Co. 

Roche Laboratories.. 
Roerig, J. B., & Co 


Sandoz Pharmaceuticals 15 | 
Saunders, ...Front Cover, 2nd Cover, 3 | 
Schering Corp - | 
Schmid, Inc. 

Searle, G. D., & Co. .. 

Shay Medical Agency 

Smith Dorsey 

Smith, Kline | & French Labs. . 52. 57 
Strasenburgh, J., Co. 


Walker Laboratories 14 
Wallace Laboratories 

23, 24, 31, 50, 195, 209, 224- 
Warner-Chilcott Laboratories Division 
Westwood Pharmaceuticals, 

Division of Foster Milburn Co. .. 
White Laboratories, Inc. 


Winthrop Laboratories, Inc. ............ 


Tailby-Nason Co., Inc. 4 
$2 | 
00 | 


Woodward Medical Personnel Bure: 
Wyeth Laboratories..44, 64-65, 190- “i9i, 205, 316 | 
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CAKTA 
im. Single Lens Retier Camera with 1/2. ‘Automat Does 
ta 1s the most nost wide ly used camera by the medica 
oyed for making color slides ograph 
photography is simple and quick with the ta ee 
use the Exakta for personal photography to tak 
your family, portraits, s, Sports, travel, etc 
arochore on Close-Up Techrmaue mith 
Co topraphy with Exakta.”’ 
XAKTA CAMERA COMPANY 
705M Bronx River Road, Bronxville, New York 
3 


CHRONIC 
BRONCHITIS 
Of 
INFECTIOUS 
DERMATITIS? 


ACCELERATE THE 
RECOVERY | 
PROCESS WITH 


STREPTODORNASE LEDER 
U.S. Pat. Of 


r1—ry LABORATORIES, 2 Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


| 


COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


ANNOUNCES 
the 
ANNUAL POSTGRADUATE COURSE 
of the 
UNITED STATES SECTION OF THE 
INTERNATIONAL COLLEGE 
OF SURGEONS | 
August 3-14, 1959 
The United States Section of the International College of 
Surgeons will again offer its Annual Postgraduate Course, in 
cooperation with the Cook County Graduate School of Medicine. 
It will be a two-week intensive review course in General Surgery 


presented at the Graduate School, and in the wards and operat- | 
ing rooms of Cook County Hospital. 


The program will include illustrated lectures, anatomy demon- 
strations, operative clinics and practice surgery by the participants 
on anesthetized dogs. Consideration will be given not only to 
surgical technic, surgical complications and management of the 
surgical patient, but also to an intensive review of the basic 
sciences in relation to clinical surgery. 


Registrations for the course will be limited. 


For further information address: 


REGISTRAR, 707 South Wood Street, Chicago 12, Illinois 


= Ry The Willows Maternity 


Sanitarium, Inc. 


4 Competent, ethical services for expectant moth- 
recreation unds. Patients ac- 
cepted any time. Early entrance advised. Adop- 
tions through Juvenile Court. Rates reasonable 
and adapted to patient’s needs. Complete Medi- 
cal Staff. Address: 
egg DON D. HAWORTH, Supt. 


Tel. Westport 1-2104 


PHARMACEUTICALS 
« PROFESS! 


MPLETE CATALOG. 


BELLEVUE PLACE 


for 
Nervous and Mental Diseases 


EDWARD ROSS, M.D., Medical Director 
BATAVIA, ILLINOIS PHONE: BATAVIA 1520 


THE CHICAGO MATERNITY CENTER 


offers Six-Month Assistant-Residency in Obstetrics to graduates of Class 
A medical schools who have completed a one-year general internship. 
Residents in obstetrics and gynecology are chosen from this group. 


AMERICAN BOARD CREDIT 


Room, board and $75.00 monthly allowance. 
1336 Newberry Avenue Chicago &, Illinois 
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in the formula base has obvious advantages 
to the physician, who must decide what each 
infant needs, and when changes are indicated. 
An evaporated milk formula is a prescription 
formula, permitting the physician to adjust 
... the type and amount of carbohydrate 

... the degree of dilution to required strength 


Evaporated milk is the formula base proved 
successful by clinical experience ... for 50 
million babies. 


FLEXIBILITY PLUS: 


Higher protein level recommended when cow’s milk is fed to babies 


Added vitamin D in required amounts 
Maximum nourishment—minimum cost to parents 


©1959 
PET MILK COMPANY, ST. LOUIS 1, MO. 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections... has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® (polyethylene glycol diester) base, which 
releases higher antibiotic concentrations than is possible 
with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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loose 
2.8 
: specify Lactu mM a well tolerated formula .. . widely and satisfactorily used 


2 Normal Stool Frequency with Lactum' oe Incidence of Loose Stools Negligible! 7] 
Lactum was fed to 57 normal infants for 2 to 10 oe thane ner santonmscell = 
months. The investigators observed: ‘In no case was pon od 
there any history of persistent diarrhea. In forty-eight 
, infants, the usual number of stools was one to two 1 mo. 36 0 
daily; in only nine were there three, or occasionally pd 4 4 
Low Incidence of Loose Stools in Hospital Study? 
Ba In a clinical study of 180 sick and 10 well infants fed 8 mo. il 0 
Lactum, the investigator reported: “There was no ; 
: diarrhea in any of the infants except in those patients 11 mo ul 0 
whose diagnosis on admission was infectious diarrhea + 
... we have been convinced that inclusion of adequate : * 
added carbohydrate in...{Lactum] during stress ag and dackoon, Pediat, 99: 950-908 (Nov.) 1951. 
periods, such as diarrhea, is definitely advantageous.” | Henricheon, W. GPG: 91-66 (Oct) 1958. 


® 
to avoid baby’s discomfort and mother’s anxiety ... specify Lactu m liquid « “instant” powder 
< Modified milk formula, Mead Johnson 


Mead Johnson 


Symbol of service in medicine FP.2059M 
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